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PREFACE 


This revised edition, providing a survey of the clinician at work, has 
been written for the student who wishes to examine the new field and 
its pressing problems, its opportunities, approaches, and responsibilities. 
The editors also believe that the volume can serve broadly to orient 
the clinician-in-training and to provide definite information for medical 
specialists, social workers, and all others who work coordinately in the 
clinical laboratory. It can give those in cognate disciplines word pic- 
tures of the training backgrounds and the duties of the newest addition 
to the professional team, the clinical psychologist. 

Numerous changes in content and arrangement from the first edition 
have been effected. Ten new chapters have been added, and those 
chapters retained from the previous edition have been carefully revised. 
Part I sets forth the historical development, current problems, and pro- 
fessional responsibilities of the field. These points are followed by a 
forthright orientation to the reference frames commonly met either in 
the literature or in the staff conference at the clinic. From these stems a 
conceptual framework, as presented in Chapter 3, that illustrates a grow- 
ing trend in the synthesis of selected clinical and experimental findings. 

Part II describes the tools with which the clinician works. No effort 
has been made to depict every instrument known to the psychodiagnos- 
tician. On the contrary, the emphasis-is placed upon the rationale, the 
problems of reliability, validity, objectivity, and restricted areas of use- 
fulness of these instruments. After these delimiting attributes have 
been weighed, the reader meets at the descriptive level the most fre- 
quently used tools. Here the editors take full responsibility for the 
exclusion of projective test protocols, among others, from the discus- 
sions. It seems to us that in the first course little can be gained from 
asking the student to follow the intricate interpretation of Rorschach 
symbols on the basis of a necessarily cursory presentation. We there- 
fore hold that the place to learn first the details of test administration 
and the interpretation of clinical data is in the advanced work and not 
in the first course. 

Part III approaches clinical activities with hypotheses, or “best 
guesses,” to be checked and rechecked by recourse to the scientific 
method operative in the clinical laboratory. Although first mentioned 
at this point, the emphasis throughout the book is centered upon the 
problem approach, in contradistinction to testing for testing’s sake. 
We do recognize that new techniques uncover new problems and per- 
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mit the devising of more meaningfully phrased hypotheses. But to give 
a battery of tests for the battery’s sake is unlikely to result in the inven- 
tion of new methods. The clinician is on safer ground if he carly 
learns to formulate “guesses,” some of which can today be tested by 
available instruments. The others then serve as distress signals for re- 
search study. This interaction between hypothesis-test and hypothesis- 
experiment is viewed as a two-way approach that in the long run will 
yield far greater dividends than the routine operations of the technician. 

Part IV presents the views and describes illustratively the techniques 
of clinical psychologists in the field of psychological treatment. Some 
overlap in certain portions of these chapters will be noted; in this way 
the differences in emphasis will become more evident and so serve an 
instructional purpose. 

In Part V the final chapter stresses the psychologist’s ever-present 
role as a research worker in the clinical laboratory, the size of which 
few haye yet ascertained by exploring experimentally and statistically 
its vast resources. 

In a book by several authors there arises the problem of consistency 
in approach. Because clinical psychology, as we view it, still leans 
heavily upon different frames of reference and because many clinicians 
differ in their uses and interpretations of so-called procedures, the 
editors have purposefully fostered the development of a text that por- 
trays these nuances. No pretense at overall eclecticism is made. The 
book reflects the diverse views and methods of practicing clinicians as 
turning about a hard core of established fact and as sampled at mid- 
century. That these views may change, perhaps converge in due time 
with the continued push into the realm of science, is highly probable. 
But this is not yet an actuality. 

Clinical psychology has matured in self-awareness and in asserting 
its equalitative position with psychiatry and other disciplines. It now 
clearly fosters rigorous training in science as opposed to the softer 
toad of psychological artistry. And maturity, too, is reflected in the 
concern with matters of ethical behavior. These trends, among others, 
are evident in the pages of this new edition. 

Throughout the volume the equality of all members of the profes- 
sional team and the functions of the psychologist in interviewing, psy- 
chodiagnostic examining, report writing, psychotherapy and counseling, 
and in research have been portrayed as aspects of an on-going, unitary 
process that is the life blood of clinical psychology. 

Gratitude is herewith expressed to all contributors, publishers, and 
others whose cooperation and suggestions, in and out of official channels 
of consultation, have facilitated the development of this new edition. 


Urbana, Illinois L. A. PENNINGTON 
Evanston, Illinois i Irwin A. BERG 
February, 1954 
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PART I 
INTRODUCTION 


Chapter 1 
THE MEANING OF CLINICAL PSYCHOLOGY 


By Raymonp B. Carrett, Pu.D., D.Sc. 


Clinical Psychology: Its Beginnings 


LINICAL PSYCHOLOGY, currently conceived, is one of several divisions 
of applied psychology and, as such, overlaps upon occasion in content 
and technique with its elder siblings. But quite like all other sub- 
divisions of applied psychological knowledge, it has for its foundation 
the scientific methods of experimental and statistical analysis inherited 
from its laboratory forebears. 

The profession of clinical psychology is thus one of the newest and, in 
this troubled age, perhaps one of the most important, of all professions. 
Some historians (37) mention 1917 as the date of its birth, but this is 
more correctly its date of "confirmation," marked by the formation of 
the first professional organization for the study of clinical problems. 
The real beginnings—omitting the customary reference to Aristotle—are 
to be found around the time when Lightner Witmer established the first 
psychological clinic in 1896 at the University of Pennsylvania. Brote- 
markle’s sketch (9) of how this movement grew out of Witmer's early 
training under Wundt—an unlikely soil for such an applied growth— 
should be of interest to those concerned with historical origins. McKeen 
Cattell’s work (11) in psychometrics had been in process for ten years 
before this clinic was founded and one might suspect that his interest in 
individual differences influenced Witmer's thinking. But we are told 
that the actual spark came from a challenge by a public school teacher 
regarding the case of a chronic bad speller! 

In retrospect, this was clearly a period of great intentions and small 
means, for it was a decade or more before Guy Whipple, at Cornell, 
produced tools in the form of a Manual of Mental and Physical Tests 
and before Binet and Simon started intelligence testing on its long 
career, The fact that in this remote period people worked without 
diagnostic instruments at all is less remarkable than that clinicians later 
worked for thirty years with nothing more than tests of abilities—before 
adequate tests of personality were created. Thus, although the aim of 
clinical psychology has been to bring the mentally abnormal back to 
mental health, the early efforts to provide it with scientifically sound 
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foundations were focused unduly long upon educational disabilities and 
intellectual handicaps. Those whose clinical interests centered upon 
problems of personality adjustment were left to proceed through the 
scientifically uncharted seas of psychoanalysis and similar clinical sys- 
tems. 

Aims, no less than methods, passed through an initial chaos. There 
was a historical phase when it was not recognized that the clinician's 
purpose of returning the mentally abnormal to good adjustment was a 
new development from the more general aims of the mental hygiene 
movement, which grade into religious and philosophical orientations 
that are as old as civilization itself. On the other flank from the religious 
affiliations one must recognize the general secular, character-building 
purposes of education and their differences from clinical psychology. 
Whereas the former aims to lead individuals to make optimal use of their 
potentialities for the benefits of themselves and society, clinical psy- 
chology is concerned with the re-education, broadly conceived, of those 
who for various reasons failed in life’s educational process. It follows 
from these connections that the clinician is to be found in all those areas 
of human endeavor—psychiatric hospitals, child guidance clinics, com- 
munity mental health centers, industrial plants, prisons, courts, and the 
schools, to mention only a few—where problems of adjustment and 
human failure arise. 


The Present Status of Clinical Psychology. While the aim of 
clinical psychology is well established, the tools by which its goal is to 
be achieved, and the nature of the clinician’s intellectual and personality 
qualifications requisite for optimal progress toward its objective, are only 
now in process of definition. Its comparative recency in origin, coupled 
with the increased social needs of a turbulent historical period, underlie 
the observation that the profession is today in a somewhat ebullient 
state. It enjoys, or suffers, the characteristics of a distinctly expansive 
and even riotous phase of early growth. It is bullish on the market of 
professions. Therefore, at no time can the need be greater than at 
present to take stock of the true purposes of this applied science, to gain 
perspective, to guide, and even to inhibit. Indeed, the direction taken 
at this juncture may decide, for better or for worse, the whole future 
course and shape of this professional development. 

What does the psychological practitioner do? Several psychologists 
have recently been taking stock of the fields that have been penetrated 
by psychology (23, 58, 64). From these surveys we see that psycholo- 
gists are now called upon to deal with areas as varied as delinquency, 
neurosis, psychosis, vocational guidance and selection, education and 
training programs, propaganda and advertising, industrial conflict, psy- 
chotherapy in personnel management, sensory-motor defects, marriage 
counseling, and other fields too specialized to mention. In the index 
under A alone, we find occupations listed for psychologists ranging from 
agriculture to art museum work. If curiosity provokes us to inquire what 
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a psychologist does in agriculture, we shall find that in one year the 
United States Department of Agriculture employed exactly a dozen 
qualified psychologists listed as such, besides others doing psychological 
work under other titles, and that they concerned themselves with such 
matters as the social psychology of rural life and the stability of interests 
and general needs in rural communities. 

This wide realm of useful and effective expression for psychologists 
will undoubtedly increase as society discovers further ways of utilizing 
the psychologist’s skills, notably in group dynamics and in social or- 
ganization generally. But it would be a mistake to assume that these 
social applications are necessarily tasks for the clinical psychologist, and 
it is one of the symptoms of ebulliency among clinicians at the present 
moment that they are claiming all applied psychology as their own. 
With the cautious statement by Shakow (54) that “it might be argued 
that clinical psychology is the groundwork for all professional psychol- 
ogy” the present writer is entirely in agreement. Indeed, applied psy- 
chology has suffered grievously from practitioners narrowly, technically 
trained to manipulate mazes and brass instruments, incapable of ap- 
preciating that the dynamics of the total personality introduce variables 
far more important and subtle than those to which these pseudo- 
measurements are applied. But clinical psychology is not the only 
branch of applied psychology that deals with the total personality, or 
that requires personality study as its central training ground. The 
question of the more precise delimitation of clinical psychology is best 
considered a little later. Suffice it to say that expansiveness must be 
contained by convenient, practicable limits and that we definitely distin- 
guish clinical psychology at least as one province among several in the 
whole realm of applied psychology. 


Professional Problems 


Within this rapidly growing field of specialization are found numer- 
ous problems of sufficient moment to warrant careful attention. What 
the clinical psychologist is and what he becomes in the near future de- 
pends upon (1) an interrelated set of social needs, (2) standards of 
certification, (3) provisions for training, (4) professional opportunities, 
and (5) research developments. 


Social Needs. The social need is unquestionably great, and it calls 
for men and women of high caliber, capable of more than the psycho- 
metrician’s techniques of giving and scoring mental tests. The demands 
for psychotherapy cannot possibly be met by the visible future supply 
of psychiatrists, so that, for this reason if no other, much psychotherapy 
and clinical handling of the individual case will have to be done by 
clinical psychologists. Examination of draftees in the late war revealed 
that 35 per cent of the young males suffered from disabling psychiatric 
defects (52). The pace and conflict of modern life will not decrease 
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this incidence. If we add to the task of succoring the definitely mentally 
ill the further vistas of possible mental hygiene to more normal people 
handicapped by unhealthy habits and adjustments, it is evident that the 
social need clearly indicates all-round clinical psychologists trained in 
considerable numbers. 


Training, Certification, and Opportunity. The questions of training 
and certification must be considered in close connection with that of 
professional opportunities, for few students will work toward higher 
qualifications unless commensurate positions exist and, if higher qualifi- 
cations are demanded, courses will appear in universities to prepare the 
clinical psychologist for such qualifying examinations. Conversely, im- 
proved professional opportunities will appear as the public is guaranteed 
high qualifications among those claiming to be psychological practi- 
tioners. The three topics of discussion are thus related in a causative 
circle, which may rotate beneficially or viciously. 

Much has been written about clinical training and qualifying examina- 
tions which is sound in detail as long as one ignores the crux of the matter, 
namely, the relationship to professional opportunity. This would not 
be so important a point in deciding future trends were it not for the 
historical accident that medicine, from its habit of taking care of the 
physical ills of humanity, proceeded, unnoticed even by religion, to 
minister also to the mentally afflicted. 

The much debated question of whether the psychologist or the 
medical man is the better trained practitioner for this field is too mo- 
mentous to be thoroughly handled here, but since it stands squarely in 
the logical sequence of our discussion, we must touch upon its essen- 
tials. In the first place, let us admit that the ideal practitioner (apart 
from his advanced years!) would be one who had completed the seven 
or eight years needed for medical qualification and then added to it 
the equivalent amount of work required for a doctorate in psychology. 
Neither human nature nor the public purse will support such prodigality 
in training as a standard procedure. Besides, much of this medical 
background, e.g., concerning contagious diseases, fractures, obstetrics, 
is irrelevant and a mental burden to anyone wishing to concentrate upon 
psychotherapy. Perhaps this is the psychological explanation for Freud's 
observation, in his advocacy of the lay analyst (29), that the most skillful 
analysts in his experience had not been medical men. 

The essentially superfluous character of intensive medical training 
is evidenced by the habit of most psychiatrists in sending their patients 
for physical examinations to a general practitioner, just as psychologists 
do. On the other hand, as Terman (12) insisted twenty years ago, the 
training of the psychiatrist in matters relevant to mental measurement is 
very defective, so that he concluded “psychiatry will not be pulled out 
of the mire until it lays down the requirement of two or three years of 
solid training in psychology . . . including personality testing and sta- 
tistical methods." It is a sad reflection on irrational human conservatism 
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that in spite of the theory and practice of mental testing having been 
developed wholly by psychologists, the certification of mental defectives 
is still legal, in some states, only if conducted or supervised by a medical 
practitioner. 

In practice, in America, there is at least general agreement among 
those with otherwise rival viewpoints. They agree on such functions of 
the clinical psychologist as his major role in psychometrics and diag- 
nostic testing, in the regular work of interviewing patients, in the 
application of the newer types of objective personality measures, and, 
above all, upon his indispensable function in maintaining the mo- 
mentum of research in the field. A recent article by Eysenck (25) brings 
out convincingly the dependence of the psychiatrist upon the psycholo- 
gist's training in research methods, and the willingness of the psychiatrist 
to cooperate in advancing researches designed by psychologists, with 
their greater experience in experimental and statistical research methods. 

But widely varying views still exist in different administrative setups, 
and in different countries, regarding the notion of identifying clinical 
psychology with psychotherapy. Thus even in America some psy- 
chiatrists will argue that no psychologist is trained or equipped to do 
therapy. But in Italy, Spain, Spanish America, and various countries 
where psychology has developed slowly, or where the general conserva- 
tism of the culture pattern is high, medical men seem to have taken it 
for granted that the psychologist will not practice psychological treat- 
ment. In these countries the psychologist, when he exists, is definitely 
the handmaiden of the medical man. In some hospital circles, in Britain 
and America, one encounters the somewhat grudging attitude that the 
clinical psychologist can at least do therapy during the shortage of 
trained psychiatrists. This view has the disadvantage of being founded 
merely on expediency and often upon unrealistic conceptions of how 
long the shortage is likely to last. Yet another viewpoint rests on the 
somewhat overrefined and impracticable distinction that the clinical 
psychologist is well fitted to evaluate therapy, but should not be per- 
mitted to carry out the therapy about which he is supposed to devise 
testable hypotheses! 

Fortunately, it is possible now to put on record a definite position 
reached by official professional groups of psychiatrists and psychologists, 
and which is both clear enough and flexible enough to permit desirable 
growth. The American Psychiatric Association and the American Psy- 
chological Association (1, 19) have reached a position in which psycho- 
therapy by clinical psychologists under adequate medical and psychiatric 
safeguards is approved. To keep proper world perspective on cultural 
trends, however, one must bear in mind that this position is approxi- 
mated in the main only in the Atlantic democracies and, in effect, mainly 
in the Anglo-Saxon, northern European, Protestant countries. The pro- 
gressive area actually includes the United States, Great Britain, Holland, 
Denmark, Norway, Sweden, Switzerland, the countries of the British 
Commonwealth, and perhaps Germany. In this family culture pattern 
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(13) America clearly takes the lead, for the position of the clinical 
psychologist in Britain, though better than that in some other countries, 
is still not as clearly accepted as in this country. And in other countries, 
too, the efforts of organized psychologists to define the new profession 
have been “too little and too late" to insure that their recognition as a 
new profession, with definite standards, should be already unassailable. 
It will nowadays be readily conceded by the rest of the world that Amer- 
ica is likely to have bigger and better psychological organizations than 
other countries, but the disparity is actually considerable, for America has 
more professional psychologists than all other countries in the world put 
together. This condition of an adequate population of professional 
psychologists, together with a general freedom from hampering tradi- 
tions, has unquestionably been fertile soil for the evolution of a quali- 
tatively new type of professional specialist—a type which has as yet 
scarcely emerged in other cultures and which may indeed be aborted in 
those more rigid cultural climates. In this cultural advance, in which 
America clearly leads, American psychologists should feel a great re- 
sponsibility for rightly shaping the type of education, training, profes- 
sional and ethical standards, and other requirements of this profession. 
For what they shape is almost certain to be followed, with some slight 
modifications, by other countries during the next generation.' 

Yet if one is to be realistic, one must admit regretfully that the ques- 
tion of the practitioner's role is not likely to be decided wholly upon its 
scientific merits, but that it will also turn upon a certain amount of 
power politics, the relative effectiveness of medical and psychological 
trade unions, and the degree of slowness of adaptation of our culture 
generally to technical trends. Actually, we may congratulate ourselves 
that the current trends in thought, defining the logical functions of the 
clinical psychologist, are in many places being matched by progress at 
the level of social legislation. Thus, Connecticut issued certificates for 
practicing psychologists in 1945, Kentucky in 1948, Virginia in 1950, 
Georgia in 1951, Minnesota in 1951, and a number of other states are 
considering similar action. On the other hand, there have been some 
systematic oppositions at the professional level. The American Medical 
Association (32) opposes licensure for psychologists, but recommends 
certification * in line with existing state laws, feeling that no clinical 


1 The question of what types of practitioner are likely to emerge in the area now 
occupied by clinical psychologists and psychiatrists has been insightfully and im- 
partially discussed by several writers during the last decade. One might mention 
Gregg (33), Heiser (35), E. L. Kelly (37), Kern (39), W. G. Menninger (42), and 
Pennington (49), as well as some anticipations of the problem by the present writer 
(12) twenty years ago. These contributions, expressing the views of both psy- 
chiatrists and clinical psychologists, are, in the main, eminently reasonable in tone 
and avowedly prepared to follow the logic of the situation whithersoever it may lead. 

2 Certification restricts the use of a professional title, such as certified psychologist, 
to those who have been legally accepted as meeting the educational and training 
standards as specified by state law or other certifying agency. It prevents non- 
certified persons from using the legally defined title but does not prevent them from 
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psychologist should do psychotherapy without working in close co- 
operation with a psychiatrist. Again, the National Committee for 
Mental Hygiene approves the child guidance clinic pattern in which a 
psychiatrist is the director of the clinic in general, though the psycholo- 
gist may direct on special occasions. 

To say that there are some powerful organizations of this kind aligned 
against the emergence of the psychological profession, and that en- 
trenched conservatism automatically digs in against it, is, however, in 
the perspective of history, not very impressive. It was in the face of 
similar opposition that dentists acquired their independent status, and 
surgeons developed out of barbers. The basic fact is that the technical 
and logical unity of the science is on the side of the psychologist. The 
old practice of sending the client at the child guidance clinic first to a 
psychometrist to have his abilities examined, then to a psychiatrist for 
a "mental and emotional" examination, and, finally, consuming the 
expensive time of both of these practitioners in a conference to join 
the severed halves of the client's personality is not a very intelligent 
procedure. The more we know about personality, the more we realize 
the absurdity of sundering it into artificial, independent segments. For 
example, scholastic performances and abilities are sensitive indicators 
of dynamic adjustment and, conversely, the treatment of scholastic dis- 
abilities is, more often than not, a problem of therapy of the total 
personality. 

Admittedly specialization must exist, because our minds are small, 
butat least we can draw the divisions wisely. A boundary drawn through 
the center of the personality is as unsatisfactory and productive of costly 
misunderstanding as a national boundary running through a densely 
populated industrial region. 

"Those cognizant of this struggle over the birth of a new practitioner 
and who attempt to dramatize it into a conflict of individuals, however, 
are guilty of a misstatement of actual conditions as well as disservice 
to the growing cooperation of all specialists in the clinical field. For in 
view of the professional tensions and difficulties which might have arisen 
from the strain of growth, it is evident that the great majority of those 
concerned have met the needs of adjustment and enlightened progress 
admirably. Academic psychologists have muddled the opportunity for 
training clinical artists, and psychiatrists have been slow to recognize 
that psychology is the basic science in these fields of practice; but, as 
Menninger (42) well says: "Psychiatrists should not be surprised that 
psychologists are not yet fully accustomed to their new clinical role. 
Psychologists similarly should not be surprised if the medical profession, 
jealous of its historical and traditional responsibilities, is somewhat slow 
in welcoming the psychologists." But socially the situation improves, 


practicing psychology. While licensure has the same provision concerning the use 
of a professional title, it also limits the practice of psychology as defined in the legal 
statutes of a state to those who have been granted a license. 
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and one meets increasingly from the field such reports as that by Vernon 
(65) that “resistance to consulting psychology is declining and co- 
operation . . . with informed members of the medical profession . . . 
no longer offers any difficulty.” 

What psychologists make of this opportunity now opening before 
them wiil depend on the thoroughness of the all-round training uni- 
versities are now planning and on the caliber of those who choose to 
enter clinical psychology. Discussions of the former, notably the sound 
and penetrating contributions by Shakow (54, 55) and by Thorne (63), 
leave little doubt that this training problem will be handled well. 
Thorne rightly begins by indicating to academic departments that they 
need to rouse themselves to radical reconstruction, remarking that 
“American psychology has been a laboratory rather than a clinical 
science,” and adding, for the student who aims merely at psychiatry, 
“Tt takes many years to make a competent physician and there is no 
reason to believe that competency in clinical psychology is any more 
easily achieved.” 

Both Thorne, in his original editorial at the inauguration of the 
Journal of Clinical Psychology, and Shakow, in his several contributions 
to the training program, recognize that clinical psychologists must adopt 
swift defense measures, for themselves and for the public, against the 
swarm of opportunists and charlatans aware of the popular demand for 
treatment. This defense must be a high standard of approved pro- 
fessional qualification, for, as Thorne says, “clinical psychology has the 
responsibility of being the chief immediate representative of what psy- 
chology can do for society,” and as Shakow remarks, “unless psychology 
can provide adequately trained personnel, other disciplines, which recog- 
nize both the need and the responsibilities, will take over.” 

Shakow and others actually practicing in the field advocate 


a broadening of the psychological curriculum; an orientation to 
diagnosis, therapy, and research; the introduction of medical courses 
covering physiology, particular aspects of anatomy, especially neuro- 
anatomy, the autonomic nervous system, and endocrinology, followed 
by an internship . . . in an atmosphere permeated with psychology 
of a living kind (54). 


There is some disagreement as to whether full specialization should 
come before or after the level of the master’s degree. Those who 
emphasize that clinical skill is an art rather than a science, in which 
many with the doctorate would be hopelessly incompetent, argue for 
earlier specialization, while those who stress the need for a sound gen- 
eral scientific background favor late specialization. Lowell Kelly (37) 
has probably expressed the opinion of most competent psychologists 
when he asserts that “the clinical psychologist is first a psychologist and 
then a clinician.” The issue is tied with the debate as to whether the 
doctorate for the clinical psychologist should be the Ph.D., or, as has 
recently been advocated in a few universities, a doctorate of psychology, 
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definitely shaped for the general psychological practitioner, approving 
his actual skills in the fields common to clinical and all applied psy- 
chology. 

Again we encounter a plexus of interdependent issues. The fact is 
that many individuals are capable of performing at a high level of tech- 
nical skill, especially in handling children, who are not of a caliber to 
grasp issues in pure science. On the other hand, ability to conduct or 
understand research is related to ability in pure science. Consequently 
the advocate of a high standard of general psychological education for 
clinicians is in general also bidding for research orientation and for the 
restriction of clinical training to students of higher mental caliber. On 
this issue the writer, having entered and directed a clinic for five years 
primarily for research interest, and having criticized academic psycholo- 
gists for futile brass instrument imitation of the older sciences in place 
of grappling with real problems by new methods, is obviously divided 
in feelings. 

Provided that no student is passed for clinical practice merely on high 
academic achievement, without regard to his possession of the person- 
ality and skills required in practice, the plan of requiring a sound general 
psychological training seems more advisable. ‘There are two bases for 
this conclusion. First, the recently increased support for psychological 
research in personality is transforming the dynamic aspects of clinical 
diagnosis and treatment, so that clinical psychologists able only to do 
what they were taught in college, and incapable of reading and evalu- 
ating the stream of research, are likely to function decidedly below a 
potential level of competence. Secondly, the elimination of students of 
less than normal “Ph.D. ability" would sharply raise professional stand- 
ards of clinical psychology and public respect for it. 

It cannot be pretended that the qualifications of many entering the 
field during the last generation were adequate, nor can a professional 
body of the same standing as medical practitioners be created, no matter 
how excellent the training, if it is recruited from students rejected from 
medical school and those incapable of facing the disciplines of the 
natural sciences. Shakow (54) proposes that the scope of activity per- 
mitted the clinical psychologist in the past has been "quite limited due 
to the poor training of its practitioners and the low standards in the field 
generally." Here is the vicious circle referred to above—that so long as 
able students encounter better professional opportunities in medicine, 
they will prefer that field. The logical development of psychology 
toward unity will break this iron band, but it will do so only if judiciously 
spearheaded by a deliberate plan better to pre-select students for clinical 
psychology. 

Standards in Clinical Psychology: Past and Present. An additional 
problem encountered in the field is that of professional standards. No 
impartial survey could escape the conclusion that these standards, up 
to the time of the present postwar influx, have been poor in all major 
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aspects, despite a considerable number of brilliant individual exceptions. 
The history of even so cut-and-dried a field as that of ability testing, in 
which published discussions of test construction have persisted on a 
superficial level, in which confused conceptions about ability relation- 
ships are common despite adequate discussion in pure psychology, and 
in which research advances have had to wait a decade or more before 
the rule-of-thumb practitioner gets around to noticing or applying them, 
is a sufficient object lesson. It is even more so in the realm of person- 
ality diagnosis and therapy. One might reasonably have expected, for 
example, that Sears’ survey (53) of the experimental investigations of 
psychoanalytic concepts would have led to an outburst of long overdue 
research and application in this area by clinical psychologists. The 
response, however, has been slow. And instead of investigating the 
essential notion of diagnosis by ego-defense-mechanisms tests, clinical 
discussion seized upon the superficial characteristics of such tests and 
proceeded to call everything not a questionnaire a “projective test.” 

It is possible that the establishing of unitary dynamic and tempera- 
ment traits by factorial analysis will also lack understanding among 
clinical psychologists trained as they have been trained. At least the 
distinction between a factor and the older notion of type, as well as the 
notion of predicting behavior from a regression equation of factor en- 
dowments and situational indices, involves a more subtle form of thought 
than most clinicians have as yet encountered. And apologizing, as cer- 
tain test manuals in effect do, for the real complexity of nature is not an 
attitude calculated to inspire the student to perceive in these very com- 
plexities an opportunity for more real and complete control than has 
been possible with oversimplified views. Surely the science of the human 
mind is the most complex field of science studied by man. If so, we 
ought not to be surprised or apologetic when we find that the quality of 
mind demanded by clinical psychology, for any truly effective practice, 
is higher than that of any other profession. 


The Development of Clinical Method in Relation to Scientific Re- 
search, The relation of the clinician to research is one of great mutual 
importance. On the one hand, the practitioner owes an unredeemable 
debt to research. On the other, academic psychology neglects its richest 
source of data when it fails to keep in touch with clinical problems. Our 
emphasis upon demanding research competence and interest in the 
clinical psychologist, despite his life's being primarily directed to the 
clinical art, is a response to four interrelated needs: the need to maintain 
competence during a period of exceptional technical advance, the need 
to attempt partial repayment of the debt which the success of the prac- 
titioner owes to research workers behind the front lines, the need for 
academic psychology to maintain fruitful professional relationships with 
clinicians, and the need to restrict clinical work to highly able students. 
A practical suggestion for research contact which would be stimulating 
both to the practitioner and to the full time rescarcher has recently been 
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made by Vernon (65), who states that “if standard records of a well- 
planned nature were kept by many consulting psychologists, the resources 
for research into a variety of problems would be manifestly increased.” 
Doubtless systematic developments of this kind will arise through closer 
connections of clinics with research laboratories, such as occur now 
mainly in an informal way. 

In connection with the effect of scientific research upon clinical prac- 
tice, we stand at an extremely interesting historical turning point, for it is 
likely that the present decade of research will bring about more radical 
changes of methods and concepts than have occurred in the past half- 
century—and this in turn will affect both clinical practice, clinical or- 
ganization, and the role of the psychologist in diagnosis and therapy. 
Although much fine work remains to be done on what might be called 
the natural history of abilities, the basic theoretical problems of their 
measurement have been essentially solved. Even without solution of 
the more basic issues, the clinical psychologist has been able, ever since 
the first decade of the century, to measure abilities tolerably well, and 
to make useful predictions and assessments of the role of the individual's 
ability levels in his adjustment problems. But, until recently, anyone 
who claimed to measure personality characteristics of dynamic traits 
might justifiably be considered a charlatan. Yet, without these instru- 
ments for measurement, the diagnostic role of the psychologist has been 
merely that of a psychometrist, restricted to the field of abilities, and he 
could rightly be charged with neglecting nine-tenths of the problem, for 
the problem is commonly one of emotional adjustment. 

Measurement is of primary importance in clinical psychology, not 
only in that it enables one to gain an objective appreciation of the indi- 
vidual, but still more basically, because it is the means by which dis- 
coveries can be made concerning the general laws of personality function 
and dynamic adjustment. Those who have always felt that the Freudian, 
Jungian, Adlerian, and other systematic formulations of dynamics were 
adequate naturally will not recognize the importance of this second 
function, but they must at least face the fact that such elaborate systems 
cannot be said to be based upon verifiable scientific work and that they 
are in general mutually inconsistent. Many who freely admit that 
logically and scientifically the foundations of these clinical approaches 
leave much to be desired may, nevertheless, as the present writer did, 
achieve a certain degree of confidence through practice, and come to 
the conclusion that at least these systems are founded upon a “pragmatic 
proof.” Unfortunately, the argument that a thing is true because it 
works always raises shortly the question “How well does it work?" and in 
this direction the solid and ingenious work by Lowell Kelly (37, 38) on 
the reliability of diagnosis, as well as Eysenck's (26) studies of the 
effectiveness of psychotherapy, must give a rude shock to anyone com- 
placently leaning on pragmatism. The theories of psychoanalysis and 
similar systems are intriguing, introspectively convincing, and intel- 
lectually stimulating, but if we are to have a firm foundation of scien- 
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tifically provable relationships, the whole work must be done again, with 
proper experimental and statistical checks, with new methods of person- 
ality measurement, and, in consequence, probably with considerable 
revision of present concepts in the light of resulting operational defini- 
tions. 

As has been indicated in more detail elsewhere (14), scientific method 
has at the two extremes of its continuum first, controlled experimental 
work in the style of classical physics, and at the other pole, sophisticated 
statistical method which teases out relationships analytically without 
actually needing the high degree of control required in the classical 
approach. The former has been more useful in perception, learning, and 
the special senses, while the latter has proved more effective in person- 
ality study, clinical, and social psychology. The chief objection to the 
classical experiment is that in psychology and the social sciences we 
cannot control many of the variables, nor can we manipulate the more 
important of them, for the simple reason that people will not allow us 
to manipulate extremely important emotion-inducing stimuli in their 
lives. One of the main reasons for the lateness in the substitution of 
acceptable scientific method for clinical hunches in the field of clinical 
psychology has been the failure of researchers in the field to realize that 
their best tool is statistical analysis rather than experimental control. By 
such multivariate statistical methods as factor analysis it is possible to 
let all kinds of events happen in their natural settings, in a way that 
could not be duplicated in the laboratory, and yet to discover the es- 
sential relatedness of events, i.e., the so-called causal relationships. Thus 
factor analysis has shown the reality of something similar to the clinical 
concept of the ego, or of superego strength (15), and has teased out the 
drive structures among interests and attitudes in a way that was never 
possible even by animal experiment (16, 17), besides giving definite form 
to dimensions long recognized psychologically in a rough way under such 
rubrics as cyclothymia versus Schizophymia, introversion versus extro- 
version, and the like (14). Indeed, the so-called clinical method is in 
essence the wholistic factor analytic method, but without benefit of 
mathematics and computing machines. 

Unless clinical psychology can develop its own theories of personality 
structure, dynamic interaction, and learning from experiment and sta- 
tistical analysis, the mere possession of alleged measuring instruments 
in the field will be both meaningless and useless. Maslow (41) has 
attacked this problem in terms of the “means-centered versus problem- 
centered approaches," pointing out that mere application of test bat- 
teries without concern for the hypothesis (stated in terms of "What is 
the problem to be tested?") is not likely to advance clinical psychology 
very far. It certainly should be evident to psychologists with proper 
theoretical training that the accumulation of atomistic measuring de- 
vices, clinical gadgets of various kinds, and scales of this and that, 
arbitrarily defined, is leading us merely to the stagnation of surfeited 
records. Much of the work of the past decade has been of this kind, and 
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it is high time that we outgrew it. This disease was even more apparent 
to the present writer on a recent tour of European laboratories, where 
not one Rorschach test but hundreds of small Rorschach-type gadgets, 
one for each province or university department, were given a pathetic 
degree of importance and a deplorable amount of time by their devotees 
at the expense of general methods and concepts for investigating per- 
sonality structure. 

It can be doubted, however, whether the real problem has been cor- 
rectly diagnosed, or, at least, concisely expressed in Maslow’s antithesis 
of means-centered and problem-centered approaches. Other writers, 
Boring for one, have spoken of an antithesis between the development 
of methods and the development of problems in the sense that a prob- 
lem is a challenge, a state of human dissatisfaction. A keen awareness 
of problems, such as the high incidence of cancer or delinquency, has 
no particular relationship to obtaining solutions. The aphorism that 
“necessity is the mother of invention,” expresses considerably less than 
half the truth, for our necessities have been with us always, but inven- 
tions are rare. Similarly, in scientific research, we know that there is no 
particular virtue in formulating problems when the real need is to 
formulate ingenious methodological ways of solving them. In nine cases 
out of ten the wrong question is asked, such as the question of how many 
angels can dance on the point of a pin—questions which would not be 
asked if a more sophisticated approach to methods and means had first 
been made. The invention of means—e.g., the microscope—did more 
to advance biology than two centuries of speculative discussion of prob- 
lems. What is more, the microscope opened up many new questions 
which could never have been asked without the “means” having first 
revealed the “problems.” 

Surely the problem in science has been one of getting researchers to 
ask more modest questions, evolved less from their own verbal fluencies 
and more from the operations of whatever exact and penetrating meth- 
ods they may have succeeded in developing. Certainly a good ar- 
gument can be made for the position that scientific advances have 
depended more upon the development of new methods than upon ask- 
ing new questions about “hypotheses.” The defect of the work of this 
decade by the clinicians who were trying to measure personality 
dynamics is not that they have an excess of “means,” but rather that 
they have an excess of theories and a glaring deficiency of methods. 
They are full of verbal formulations of problems, but the absence of 
sophistication in method produces a ludicrous dislocation between their 
problems and their means of answering them. The advances in animal 
experimentation in the field of motive, and especially in the develop- 
ment of factor analysis (15, 16, 17), have demonstrably begun to yield 
answers concerning such concepts as the number and nature of drives, 
the structure of the self-sentiment, the calculation of conflict, the plot- 
ting of developmental curves for ego and superego strengths, the meas- 
urement of two or three distinct forms of anxiety, and the like. Not 
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until recently, however, have the ranks of clinical psychology been 
strengthened by a sufficient percentage of statistically trained workers 
to permit a perception of how important all this is to the development 
of precise ideas concerning the structure of personality, or the formula- 
tion of clean-cut concepts and laws about mental conflict, repression, 
and ego defense mechanisms, for example. 

With the demonstration that flexibly employed factor analytic 
methods can structure dynamic responses as powerfully as they did in the 
field of abilities, we can enter an entirely new clinical area, in which 
the methods of free association and the merely intuitive use of projective 
tests are superceded by a truly objective dynamic calculus (14). A 
problem-centered approach,? in the sense of testing the comprehensive 
dynamic hypotheses, now becomes possible, for under the microscope 
of the new method all kinds of structures become definitely visible— 
including structures that were previously unknown and hence incapable 
of being incorporated within hypotheses. What Maslow has called 
means-centered clinical testing, but what might perhaps be more ac- 
curately called grocery store mental testing, with its endless accumulation 
of ad hoc tests and gadgets, can now be replaced by tests intelligently 
related to personality dimensions and dynamic structures, as in some 
of the recently established objective test batteries for personality factors 
such as ego strength, general neuroticism, anxiety, free-floating anxiety, 
and psychosomatic anxiety. With this approach the emphasis shifts 
from the instrument itself to the psychological function which it is 
measuring, and the right problems can now be posed and significant 
questions asked, both in research and in routine diagnosis and therapy. 
It is true that even in the research field we are only on the threshold of 
this new era. And though our feet are firmly on this threshold, yet the 
practicing clinician may well say that certain methods (17) still require 
an impracticable amount of calculating skill and time on the part of the 
worker. But, with a wider use of electronic computers, factoriza- 
Muy of the individual case may well become as commonplace as Binet 

ests. 

Since, as a famous physician has said, "it is as important to know 
what man has the disease as what disease the man has," the clinical 
psychologist is likely also, as a routine procedure, to block in at the 
beginning the principal personality dimensions of his client, in terms of 
personality factors, just as he now measures abilities and attainments in 
his work. All these techniques require that the clinician keep himself 
constantly familiar with basic research in the general field of personality, 
rather than that he confine himself to the particular therapeutic system 
in which he happened to be trained immediately before graduation into 
clinical practice. Those who grow in this direction will reap a harvest 
of greatly increased diagnostic and therapeutic effectiveness, but they 

Broadly interpreted, the problem-centered approach to the various aspects of 


clinical psychology will be encountered throughout this volume. Attention is ac- 
cordingly invited at this point to its significance in the field.— The editors. 
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are also likely to find the gaps widening between themselves and the 
older sectarian psychotherapeutic ideologies. But this scientific re- 
orientation of the clinician is also the best insurance for his social salva- 
tion, for it transforms his profession from one of loose, dubious, over- 
simplified, and ineffective techniques to one of demonstrably potent and 
technically beautiful procedures, such as will draw to itself some of the 
best minds in our generation. 


Problems in Clinical Psychology: A Recapitulation. In summarizing 
this survey of the intellectual training and competence of the clinician 
it is necessary to reiterate our opening observation—on the disparity 
between what is and what should be—for unpleasant truths are too 
readily set aside. Here is a field of unequalled intellectual challenge; 
yet it has actually recruited, in addition to its truly competent personnel, 
a multitude of camp followers of an amateurish status, unaware of the 
main issues and large enough in numbers to drown the voices of those 
who are. It may be asked, at least in these days of shortages of plumbers, 
if clinical psychometry has not robbed the community of some who 
might haye learned competently to assemble a faucet or understand a 
domestic water system. Certainly one may doubt whether in the history 
of applied science there has ever been an era in which so many have 
cnown so little about so much. 

The present status of the profession’s fitness in purely personal qual- 
ities cannot be so objectively assessed. It has been a byword in uni- 
versities for years, however, that (as Thorne honestly admits) clinical 
psychology has attracted a quite disproportionate number of individuals 
suffering personally from maladjustment. It also attracts individuals 
fancying themselves to have hypnotic powers, and others who, in an 
earlier generation, would have set themselves up as fortunetellers and 
who still retain a thinly disguised affinity for the methods and para- 
shernalia of the occult, Further, even without the recent help from the 
film industry, the profession has always had an initial attraction for 
paranoid individuals who view with gusto the apparent prospect of 
dramatically penetrating the innermost recesses of the souls of frailer 
mortals, at once adopting a godlike attitude and pocketing an ungodly 
tesi 

A profession which, seriously considered and pursued, makes onerous 
demands on the emotional resources even of the most stable and mature 
natures cannot afford to be so careless as it has long been about selection 
for personality qualities (38). Ina realm where ethical issues are some- 
times subtle and the temptations of expediency are many, it 1s, above 
all, important to admit to the profession only persons of the highest 
integrity. The manner in which a gullible public has been. sold voca- 
tional guidance and psychotherapy, in which certain publishers have 
proliferated “psychological tests" of precisely nothing, and in which 
personnel work has been lucratively conducted by individuals without 
the dimmest psychological qualifications, indicates that the demand for 
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professional standards has not come a moment too soon. Doubtless we 
shall see continued research in the future, following up the excellent 
initial attack by Lowell Kelly (38) and the current studies at the Men- 
ninger Clinic, to discover the personality potentialities needed for an 
effective psychotherapist, for, in the last resort, the standards of the 
profession reside in the personalities drafted into it. The growth of 
ethical standards in a field of subtle possibilities certainly cannot be 
ensured by legislation alone. But let us examine these last issues more 
carefully. 


Standards and Relationships in a New Profession 


Since the clinical psychologist interacts with a considerable circle 
of related professions and community representatives, as illustrated 
graphically in Table 1-1, there exists for him, even apart from the un- 
certainties in his status, a wide array of situations requiring niceties in 
professional behavior. In subsequent chapters repeated instances of 
these professional interactions with social workers, teachers, ministers, 
physicians, pediatricians, lawyers, employment clerks in industrial plants, 
will be met. It is not proposed here to discuss these relationships tech- 
nically, but rather to raise questions pertaining to etiquette and the 
ethics of such relationships. 


TABLE 1-1 


PROFESSIONAL Resources AVAILABLE IN Numerous PSYCHOLOGICAL SERVICE 
CENTERS As SURVEYED BY Trow (64) * anp Inpicative OF THE NUMEROUS SPE- 
CIALISTS MET BY THE CLINICAL PsycHoLoGIST 


Medical (hospital, clinic, private physician) 

Psychiatric (mental hospitals and child guidance clinic) 

Rehabilitation (vocational counselors, occupational therapists, physical therapists) 

Special (specialists in speech, reading, and hearing disabilities) 

Social (family service agencies, child care, foster home representatives, social service 
workers) 

Recreational (corrective therapists, recreational specialists, camp counselors) 

Educational (subject matter specialists in colleges, high schools, trade schools) 


* Based upon material presented by W. C. Trow (64), in The American Psy- 
chologist, 1950, 5, 412-421. Reprinted with permission granted by the American 
Psychological Association, publishers of The American Psychologist. 


Most psychologists have met at some time or another the expressed 
or implicit criticism from psychiatrists that the former does not have 
that “regular indoctrination” concerning the relation to colleagues and 
patients which insures that he will “automatically” assume the cloak of 
ethical behavior, or, at least, of professional etiquette, which is assumed 
to be second nature to the medical man. This is doubtless largely a 
matter of time, and the requisite standards will become crystallized as 
the profession becomes of age. It would be undesirable indeed to en- 
force too early a mere imitation of the pattern set by the medical prac- 
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titioner, for it is entirely possible that there are certain important differ- 
ences in manners and modes of relationship that must come with this 
new profession of ours. The matter is receiving considerable thought 
from leaders in the field, and a number of practical suggestions have been 
made, which need to be critically examined. For example, Dr. James 
G. Miller (45) has suggested a system whereby both clinical psycholo- 
gists and psychiatrists would be trained together from the first year of 
graduate school. This might do much to assist in the spread of what 
one might call the “fraternity outlook.” On the other hand, it might 
lose more than it gains, for the clinical psychologist might also absorb 
the psychiatrist’s indifferent attitude toward research. 

For the time being the main questions have been solved, at least on 
paper, in terms of the code of ethics drawn up by a committee of the 
American Psychological Association (4, 5), and setting forth ethical 
standards pertaining to six areas of professional behavior: public re- 
sponsibility, client relationships, teaching, research, writing and publish- 
ing, and in professional relationships with colleagues and other pro- 
fessional persons. These recommendations recognize that the clinical 
psychologist, to focus our attention upon him once again, by the very 
tichness and complexity of the lives of the people with whom he works, 
encounters unusually subtle moral and ethical questions. Among these 
are the following items: the maintenance of proper technical standards, 
the recognition of limitations in knowledge of psychological techniques, 
the correct bounds of the therapeutic relationship to the client, the 
protection of the confidential relationship to the client, the communica- 
tion of information to professional co-workers and agencies, the use of 
clinical materials in teaching and writing, the relationship to advertising, 
and the problem of fees, These and many others from day to day can 
raise problems in ethical behavior and professional conduct. 

Many of these problems turn back upon the training qualifications 
of the consulting or clinical psychologist. This involves the question of 
how long the internship should be and where it should take place, who 
should be the supervisor, what constitutes adequate supervisory training, 
and the still vexing question as to whether there should be one level of 
qualification, i.e., the Ph.D. degree, or two, namely, the Ph.D. for the 
fully qualified clinical psychologist, and the master’s degree for the 
psychometrist or technician. Particularly in the early days of the pro- 
fession, when it is necessary to define very clearly a highly trained pro- 
fessional man, with at least as many years of training as the medical 
doctor, there is justifiably an emphasis on the Ph.D. with a year of post- 
doctoral internship. Nevertheless, it must also be recognized that both 
the economics of institutions and the technical requirements of the job 
do seem to justify the training of a number of technicians with qualifica- 
tions below those of the fully qualified clinician. We must consider also 
the requirements of a further professional qualification for senior 
workers, such as is indicated by the Diplomate in Clinical and Abnormal 
Psychology, defining five years of practical experience beyond the doc- 
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torate and as signified by the passing of oral and written examinations 
administered by a highly qualified group of clinical psychologists (2). 

With the increasing number of clinical psychologists, the problem 
of state certification and licensure, previously mentioned, interpenetrates 
the problems and definitions of ethical practice. Clearly it is desirable 
for psychologists in each state to take the responsibility for vigorous and 
well-directed action toward obtaining certification, and, perhaps toward 
licensure. In this, they are likely to be plagued by the dual or even 
triple levels of qualification just discussed. There seems no easy solu- 
tion to this problem. To rule out the numerous questionable char- 
acters who tend always to climb on the bandwagon of a newly forming 
profession, it is obviously most desirable to set the standards high, and 
perhaps the initial strategy calls for a definition of a clinical psychologist, 
at least with the Ph.D. Those with lower qualifications will have little 
or no difficulty in finding employment in the service units controlled 
by more highly qualified personnel and their own status would thus be 
ensured by the status of the fully certified or licensed psychologist, with- 
out whom they should not in any case be working on their own. 


Clinical Psychology: The Future 


If adequate standards of technical and personal qualification can be 
gained and maintained, what future vistas then lie before the clinical 
psychologist? In the first place it is already evident, in the Veterans 
Administration (44) and the Federal Public Health (48) programs, that 
if the professional standards are sufficiently broad and high the uni- 
versities will rapidly adjust with the provision of appropriate courses. 
At least in the leading universities the day has passed when the student, 
wishing to study the field, found it necessary to exercise fantastic in- 
genuity to discover the courses he needed and to convince deans that 
his choice constituted an education. lt is now generally agreed that 
in the fields of applied psychology extending into industrial personnel 
work, vocational guidance, and educational psychology, the basic and 
central type of training and qualification needed is that of the clinical 
psychologist. Whatever emphasis on diagnosing special abilities or 
situations the task may require, it cannot be intelligently performed 
except on the basis of an understanding of the total personality. 

The question of the relationship between the community as a whole 
and the clinical practitioner requires momentary but nonetheless em- 
phatic consideration. In that hypomanic state which has recently pre- 
vailed among young clinicians, claims with distinctly extravagant im- 
plications have sometimes been made. The clinician, it is said, is going 
not only to save individuals from psychopathological difficulties but also 
to rescue the entire community from impoverishment, delinquency, 
psychological invalidism, absenteeism, hostility, hate, and war—to men- 
tion certain of the more moderate claims. That psychological research 
will revolutionize the aims and techniques of public welfare work and of 
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the statesman is a view which the writer has propounded more fully in 
his Psychology and Social Progress (13), but the clinical psychologist is 
non and cannot be the prototype of the psychologist concerned in such 
tasks. 

Unnoticed in the swift growth of clinical psychology, and among the 
problems created by the impact of psychology on medicine, has been the 
equally great encroachment upon the realms of the religious leader and 
the statesman. The possibility that the clergyman, rather than the psy- 
chologist or the medical practitioner, is the ultimate specialist in human 
adjustment has been most unscientifically ignored. (Actually, in Eng- 
land, the churches were among the first to take the lead in setting up 
psychological clinics, and many clergymen qualified as clinical psycholo- 
gists, as did some of the outstanding workers on the Continent, e.g., 
Oscar Pfister.) 

With the mentally ill it is true that, as such rationalists as Freud 
have insisted, the immediate lack is not that of a sound philosophy of 
life; but as clinical psychology extends itself to the lesser maladjust- 
ments of individuals and the major maladjustments of society, it en- 
counters more and more the importance of values. And if the pride of 
clinical psychology is followed by a fall, that fall will surely come through 
failure to realize that adjustment to values is one thing and adjustment 
of values quite another. The clinical psychologist has no particular 
training or competence to decide ethical values, and the naive attempts 
made thus far by him to solve world affairs on the blindly assumed 
values learned in the high school or even the nursery school indicate 
the clinical psychologist’s need for such a training in philosophy and 
political science as would result in a very different prototype for such 
wider applications of psychology. 

It seems, indeed, to be too frequently overlooked that the term 
clinical comes from the Greek kline, a bed. It reminds us that the 
essential purpose of the profession is to guide the sick back to health— 
not to give spiritual guidance (still less a line of social propaganda) to 
the healthy. Society has its own sources of spiritual creation. 

Another threatened perversion is shown in the shallow-minded offi- 
ciousness which claims to bring the healthy back to health. It appears 
in this view that no family can get along without the services of a social 
worker, no one marry without the help of a clinical psychologist, and 
no one consider himself mentally healthy unless he has been psycho- 
analyzed. At best this is a harmless mental hygiene or useful prophy- 
laxis; at its worst it is the sort of thing that Chesterton satirized so well 
when he wondered how people managed to breathe before science ex- 
plained the matter. A protest, still timely, has been made by Dr. 
C. C. Burlingame (10), who observed in 1947 that the overemphasis 
placed upon psychiatry was creating a "dangerous" situation in which 
"people in all walks of life are being instilled with the belief that they 
need psychiatric attention to save their minds, if not their souls" This 
kind of clinical psychology, sometimes using phrases about “self-realiza- 
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tion," proceeds like an over-protective mother to prop up an increasingly 
dependent population. It is out to make the world safe for mental 
deficiency. Itis the subtlest form of disregard for the inviolability of the 
individual. The clinical psychology that wants to see all mankind in a 
hospital bed is no doubt a natural overgrowth of the true clinical spirit, 
but it is nonetheless to be severely checked. 


Summary 


The “meaning” of clinical psychology—its range, its purpose within 
society, its methods and practitioners—is becoming sufficiently crys- 
tallized to be quite clear to all those who are now connected with it. 
What is not so certain is whether this concept will become realized in 
living. Can we struggle free from the encumbering pressures of older 
professions? Can we hold a steady course through the ferment of 
historical and cultural currents toward the significant, rounded role 
which the development of psychology as a science indicates? Can the 
clinical psychologist acquire the bedside manner of the medical man— 
all the skills and organizational concerns of practice—without forgetting 
that, more than any other practitioner, he needs to keep a firm grip on 
the mane of rescarch, and to maintain the knowledge and the viewpoint 
of a researcher. These are the critical questions, which only time can 
answer. Meanwhile, we can set our compass successively to three main 
courses. First, clinical psychology must aim at levels of academic and 
professional qualification far above those nondescript backgrounds which 
sufficed for the first wave of applied psychologists, and in which some 
applied fields, such as industrial psychology, are still inclined to wallow. 
Secondly, though this may be demanding something new of human na- 
ture, it must turn out a practitioner who is also at heart a researcher, 
familiar with, even if he cannot actually participate in, the trends of re- 
cent research. ‘Thirdly, clinical psychology must attend to the social and 
ethical aspects of a growing profession, avoiding what is merely fashion- 
able, rejecting the grandiose, the expedient, the impractical or the per- 
verted, but holding firmly to long-term aims indicated by the true natures 
of psychology and society. 
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Chapter 2 


THEORETICAL FRAMES OF REFERENCE 
IN CLINICAL PSYCHOLOGY 


By Epwanrp Josrrn SHosen, Jn., Pu.D. 


Ts PROFESSIONAL WORLD of the clinical psychologist is in many ways 
very much like the world of the baby as William James characterized it: 
a big, buzzing, booming confusion. Both in his role of research psy- 
chologist and in his role of helper of the unhappy and disturbed, the 
clinician makes unnumbered observations of human behavior. How is 
he to bring order into this chaos of observations? How is he to make 
sense out of this overwhelming array of data? 

This plight is shared by the clinical psychologist not only with other 
psychologists but with scientists generally. Indeed, all of us, regardless 
of our particular walks of life, are faced with this problem of making 
use of the things we apprehend through our senses; and whether we are 
psychologists, physicists, or just ordinary mortals, we cope with it in a 
very similar way. We try to understand the world of our experience, our 
sense perceptions, by constructing thoughts about it. In short, all of us, 
in order to reduce the booming confusion of our literally millions of ob- 
servations to proportions that we can comprehend, build theories, 

This statement gives us our first insight into the nature of theories. 
"Theories are simply summaries of our experience in general terms. Such 
summaries tell us what to expect the next time we encounter situations 
which are roughly similar to those we have previously met. They are 
useful when they create in us expectancies which are fulfilled, that is, 
when they lead us to predict correctly what will happen under a specified | 
set of conditions. | 

A second point follows from this one. Basically, all theories are 
provisional in character. Theories are never “true” or “false”; they are | 
only more or less useful. The test of their utility is essentially in terms | 
of the scope and number of situations in which they help us to predict 
better than we would if we merely flipped coins or resorted to sheer | 
guessing. We never know how good our theories are until we have l 
subjected them to this test of predicting occurrences in the world of our 
observations. Once we have made such tests, however, we are in a posi- 
tion to criticize and to revise usefully our thinking about our experiences. 
Through this kind of critical revision we become increasingly able to 
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anticipate events, and since we are able to foresee their happening, we 
are better able to control them. Neither our prediction nor our control, 
however, is ever quite perfect, and they are often subject to very wide 
margins of error. It is important to remember that this point is par- 
ticularly true of clinical psychology. Thus, theories are not tools by 
which we may legitimately achieve a comfortable sense of certainty; 
they are simply general summaries of our experience that must be con- 
tinually modified in the light of our further experience. 

The most basic and central function of theories, then, is to help us 
understand our world in the light of our observations of it, where the 
criterion of understanding is the ability to predict events. For example, 
we understand a patient when, after making observations of him by 
means of interviews or psychometric devices, we are able to generalize 
our data in such a way as to foretell other things about him. These pre- 
dicted “other things” might include his degree of success in a particular 
job, whether his contemplated marriage will succeed or fail, whether he 
is quarrelsome and aggressive or docile and submissive in his inter- 
personal relationships, how he responds to authority figures, whether a 
neurological examination will demonstrate some kind of pathology of 
the brain, and many other aspects of his behavior. 

But theories also have other functions. Let us consider the case of 
seismology, the science having to do with earthquakes. While they can 
seldom if ever predict earth tremors, once they have occurred, seis- 
mologists can tell us a good deal about them. This ordering of experi- 
ence after it has happened, this explanation after the fact, is somehow 
reassuring and rewarding. Even though we cannot predict events, we 
feel better and more secure if we can generalize them into a compre- 
hensible pattern following their occurrence. This need to feel that we 
understand phenomena is strong in most of us; and it is this personal 
factor, perhaps more than any others, that sometimes leads us to regard 
theories as doctrines to be defended rather than as intellectual instru- 
ments to be continually tested and revised in the light of further ex- 
perience, especially experience of an experimental, predictive sort. 

It is at this point that the theoretical thinking of the scientist differs 
most sharply from that of the layman. For the scientist, theories are 
viewed skeptically and are accepted as useful (not as "true") only so 
long as they help him solve the predictive problems with which he deals. 
For the layman, on the other hand, theories often assume the quality of 
gospels to be believed regardless of contrary evidence or difficulties in 
subjecting them to predictive test. When this state of affairs obtains, 
we have theoretical "schools" with adherents and defenders rather than 
various types of theoretical tools for investigating and enlarging our 
understanding of the events we observe. In clinical psychology it seems 
fair to say and important to remember that most theories have some 
degree of utility for different purposes but that no theory can be regarded 
as true or final. Clinicians have the alternatives of living with their ig- 
norance and trying to reduce it by rigorously testing their theoretical 
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formulations against clinical and experimental experience or of becoming 
doctrinaire. The first attitude implies the discomforts of skepticism but 
promises the rewards of discovery and the advancement of clinical 
knowledge. The second implies the degree of reassurance and relaxation 
that comes with relatively uncritical belief but is unlikely to produce the 
theoretical refinements and modifications that mean genuine increases 
in our understanding. 

There is one other function of theory that deserves mention. 
Theories serve to orient us to the complex events which it is our 
business to observe; they help us to determine which of the many ob- 
servations possible to us are the most relevant and fruitful ones for us to 
attend to. Thus, the clinician familiar with psychoanalytic theory 
realizes that he may discover something important about a particular 
patient or about people generally if he studies the role of sexuality, or 
looks for repressed tendencies in behavior, or examines childhood his- 
tories with special reference to the triangular relationship among child, 
mother, and father. The psychologist who knows something about 
contemporary phenomenological or self-theory ideas may try to find 
important relationships between the behavior of individuals and the set 
of attitudes they hold toward themselves or the ways in which they con- 
ceptualize themselves. On the other hand, those who work from what 
we can call a neo-behaviorist point of view may find it worth while to 
search the histories of individuals for the ways in which their various 
drives or motives have been satisfied and elaborated. 

All these approaches may prove useful and do not necessarily imply 
any conflict among the different theoretical formulations. Conflicts do 
occur, of course, and when they do, they represent healthy opportunities 
for the growth of our knowledge because their resolution requires an 
appeal to empirical evidence, not to argument. Once such resolutions 
have been carried out, preferably by controlled experiment, we are in a 
position to improve our understanding of how people behave both by 
identifying ideas that are not predictively useful and by formulating new 
ideas that are. The fact that such resolutions of theoretical conflicts in 
clinical psychology are sometimes extremely difficult to achieve, owing 
to the complexity of the phenomena with which we deal and the relative 
newness and inadequacy of the techniques available to us, merely under- 
scores the necessity for our maintaining tentative and skeptical attitudes 
toward our theories. It is perfectly possible—and it is probably our 
wisest course—for us to use a number of theories, borrowing liberally 
from each, so long as we observe two rules. The first rule is that each 
theoretical idea which we provisionally accept must be at least potentially 
capable of empirical, predictive test. The predictive utility of each 
theoretical assertion must be in principle empirically demonstrable. The 
second rule is that the theoretical notions which we espouse must be 
internally consistent. This rule simply means that we must not at the 
same time accept two theoretical assertions which predict different ob- 
servations, thus contradicting each other. So long as we act in accord- 
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ance with these regulations, we are likely to keep theories in their place 
as powerful servants of our understanding. If we ignore them, we are 
liable to become more interested in maintaining a particular theoretical 
position than in solving the problems posed by our cases and by human 
behavior generally.* 

Against this brief background of the nature and function of theory 
in clinical psychology, we can now examine briefly some of the major 
systems of thought in terms of which the observations made in clinical 
situations are ordered and made comprehensible. In becoming familiar 
with these theories, one must remember that they represent only pro- 
visional attempts to account for the complexities of human behavior, 
useful to the extent that they permit our organizing our experience as 
clinical psychologists in meaningful ways and that they improve our skill 
in predicting events of clinical relevance. A vital and on-going part of 
the clinician’s business is separating plausible myth from verified state- 
ments, and both are likely to be found in virtually all extant theories of 
import to present-day clinical psychology. 


Psychoanalytic Theories 


For centuries men have tried to understand themselves, to account 
systematically for human behavior, especially in its deviant forms. 
Documents from early antiquity, from the classical civilizations of 
Greece and Rome, and from medieval times indicate quite clearly that 
questions about human personality have challenged thoughtful men in 
almost all periods of history.? It was not until the nineteenth century, 
however, that systematic approaches of any degree of comprehensiveness 
were made to the problem of psychological aberrations. While he was 
not without important immediate forerunners, Sigmund Freud was the 
genius of the first great modern movement toward an enlarged under- 
standing of the “whys” of human action. 


Sigmund Freud. Probably no trend in the history of psychology has 
had a greater impact on the ideas and practices of clinical psychologists 
than the work of Freud as he developed it over nearly fifty years of 
observation and thought. It is difficult to find a recent textbook that 
does not mention him or the movement he fathered, psychoanalysis. 


1 Clarity in thinking about theory is of importance to all scientists but especially 
so for clinical psychologists. In order to escape self-delusion in clinical practice and 
to develop fruitfully critical habits of thought in attempting to organize one’s pro- 
fessional experience theoretically, one should read and thoroughly assimilate such 
discussions as those by Bergmann (4), Carnap (7), Feigl (9), Jahoda, Deutsch, and 
Cook (28), and Reichenbach (49). For the role of personal factors in determining 
theoretical preferences, see Shaffer (58) and Shoben (63). 

2 The development of psychological and psychiatric thought makes a moving 
story. Not only does it form an important chapter in our intellectual history, but 
it conveys old ideas that still merit serious attention by modern clinicians. The best 
account is probably Zilboorgs (74). Murphy (44) also presents a lucid discussion 
of psychological history since the seventeenth century. 
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Even though disagreement with the positions he took may at times 
border on the violent, Freud’s ideas are virtually omnipresent and have 
stimulated much of the creative thinking that has taken place among 
clinicians. It should be noted that Freud, following the tradition of all 
great creative intellects, never regarded his notions as complete and 
final but labored unceasingly to modify and revise his theories in the 
direction of what he deemed greater utility. Consequently, it is diffi- 
cult to point to any single Freudian theory. Rather, one has to be con- 
tent when space is short to sketch only the broad outlines of some of his 
most consistent ideas. payat , 

Observing neurotic patients in the course of his psychiatric practice, 
Freud developed the idea that human activity is the product of inter- 
acting forces which must be understood from the point of view of the 
individual's history. The central forces activating behavior are emo- 
tional in character and derive from basic, biologically given "instincts. 
Of these fundamental drives, the most important are the sexual ones, 
which Freud called the "libido." The libido includes not only adult 
sexuality but also any kind of gratification resulting from stimulation 
of the so-called erogenous zones of the body such as the mouth, anus, 
and genitals. The term “sexual” is, therefore, used in a far broader sense 
than in our usual discourse, and care must be taken to avoid misunder- 
standings on this score. For example, it is ridiculous to speak of infants 
below a year of age as experiencing sexual emotions of an adult sort, but 
Freud’s concept of infantile sexuality is quite sensible when one remem- 
bers that the gratifications of feeding, elimination, and drying frequently 
involve stimulation of the mouth, anus, or genitalia and are therefore 
by definition erotic in nature. 

Thus, for Freud, the wellsprings of human conduct are fundamentally 
the innate biological needs, especially those related to sexuality. Such 
needs set up tensions which, because of their experienced unpleasantness, 
the individual seeks to escape or to avoid through behavior which either 
eliminates them or reduces their intensity. In childhood, these needs 
are imperious and unbridled. Their immediate gratification is sought 
without regard for decency or the social proprieties. Any delay in satis- 
faction is a source only of irritation and annoyance and is productive of 
only a more insistent striving for release of tension. Consequently, the 
basic drives are said to operate according to the pleasure principle. 

In simplest terms, the pleasure principle merely means that there is a 
deeply rooted tendency in people to seek the gratification of their drives 
by the most direct route possible. As a consequence of continued con- 
tact with the social world, however, the developing child discoyers that 
his raw desires cannot be immediately satished at all times. Social 
pressures, newly learned ideals, and a dawning awareness of the future 
consequences of one's acts all operate to underscore the necessity of 

3 See especially his Collected Papers (11). This emphasis by Freud himself on 


the provisional character of his theories should give pause to those who feel that his 
work should be taken as the ultimate answer to questions regarding human personality. 
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frequent postponement of tension reduction in the interest of longer 
range goals. In this way, the “reality principle” comes to govern in 
greater or lesser degree the behavior of the individual. 

This process of growth from domination by the pleasure principle to 
the relative superiority of the reality principle is charged with importance 
in psychoanalytic theory. Itis by this process that the ego develops from 
the id. The id is conceived of as the most primitive part of the per- 
sonality, containing all that the individual inherits or that is consti- 
tutionally fixed at the time of birth. It is the repository of the blind and 
driving instincts which are the primary instigators of behavior. The ego, 
on the other hand, is that part of the personality which has developed 
from the id under the influence of the real world surrounding the or- 
ganism from birth on. 

To the ego falls the task of self-preservation. With respect to the 
external environment, it fulfills this function by awareness, by memory 
and learning, and by directing activities which either permit the in- 
dividual to adapt to conditions, to escape them when they are unbear- 
able, or to modify them to his own advantage. With respect to the 
internal environment of the basic instincts, the ego discharges its self- 
preservative responsibilities by gaining control over the demands of the 
id, by determining whether and when instinctual wishes are to be grati- 
fied. Thus, the ego is thought to be the part of the “psychical ap- 
paratus” which deals with reality and attempts to mediate id satisfactions 
on a realistic basis. 

But the ego acquires another function as it becomes further differ- 
entiated as a result of experience. During the long period during which 
he lives in relatively complete dependence upon his parents, the child 
discovers that he must conform to parental canons of morality and right 
conduct if he is to retain their loving support. Out of this situation is 
formed the superego, the internalized voice of the parents or, more 
broadly, the adult society which the parents represent. Beginning under 
parental impetus, the superego, roughly equivalent to the concept of 
conscience, is further shaped by teachers, priests, admired public figures, 
and other persons of authority. As the superego or conscience takes 
form, the ego must take account of its demands—demands of morality, 
considerations of decency, concepts of right and wrong. Thus, the ego 
becomes the agency by which the often conflicting requirements of the 
id, the superego, and reality are brought into balance or adjustment. 

This tripartite personality structure is very much like an iceberg in 
the sense that just as the greater part of the iceberg is submerged be- 
neath the sea’s surface, so the greater part of the personality is “un- 
conscious,” unavailable to thought or communication, It is this notion 
of unconscious processes that constitutes one of Freud’s outstanding 
contributions. While he did not actually originate the idea, to him be- 
longs the credit for elaborating and documenting it. It is especially 
important for clinical psychologists when applied to motivation and ego 
mechanisms. Hatred and annoyance, feelings of illicit love, and other 
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socially forbidden impulses may, all unknown to us, determine behavior 
which we very imperfectly understand. An example may help to clarify 
the point. 

tee (15) himself tells the story of his being asked by a friend to 
recommend a hotel at a European summer resort where Freud had often 
stayed, Embarrassed, he was unable to recall the name of his favorite 
inn. Later, he found that it had the same name as one of his patients, 
a man who was very difficult to treat and toward whom he had felt a 
degree of hostility, an emotion not at all in keeping with the proper 
professional attitude. Clinically, it is not unusual to encounter such a 
patient as the one who claimed to have always had a very affectionate 
relationship with his mother but who was troubled by recurrent night- 
mares in which he either murdered her or was responsible for accidents 
in which she was maimed or killed. Similarly, both unconscious motiva- 
tion and unconscious ego mechanisms are illustrated by the young man 
of dubious virility who suspects many of his associates of homosexual 
tendencies. Driven by impulses which he cannot identify, he copes with 
them by attributing them to others through the well-known mechanism 
of projection. 

Two further processes as conceived in Freudian theory must be noted 
here. One has to do with the way by which material becomes un- 
conscious; the other has to do with the way in which unconscious mate- 
rial determines behavior. Both of these questions, like so many that 
Freud raised and dealt with, are motivational or "dynamic" in character, 
and the answers he provided have been tremendously important to 
clinical psychologists. 

The unconscious motives and goals of greatest importance to the 
clinician are those which have become “repressed.” Freud distinguished 
between primary repression, a purposeful denial of affects and impulses 
of entry into consciousness, and secondary repression, an exclusion of 
unacceptable material after it had once crossed the threshold of aware- 
ness. In both cases, repression occurs because the expression of some 
impulse has led to punishment or the threat o£ punishment. One of the 
prototypical conditions for this repression-initiating threat of punish- 
ment is the Oedipus situation. Because of her proximity and sheer con- 
venience, the mother becomes the natural object of the young child's 
headlong libidinal drives; he is said to harbor incestuous wishes toward 
her. This state of affairs brings him into rivalry with the father, whose 
opposition to his sexual impulses toward the mother is implemented and 
made dangerous by paternal size and power. The sense of danger 
created in the child takes the form of “castration anxiety,” the fear that 
the father will deprive him of his penis. Under the discomfort of this 
anxiety, repression occurs. The incestuous impulses are excluded from 
awareness, the father is appeased, and danger is avoided. 

But repression consists solely in the exclusion of forbidden and 
threatened impulses from consciousness, not in their elimination from 
the personality. Further, repression is never completely successful. The 
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repressed needs and desires are continually knocking at the portals of 
awareness, and on those occasions when the ego is not entirely vigilant, 
they gain representation in various forms. Sleep, for example, is thought 
to be such a condition of lowered watchfulness on the part of the ego, 
and dreams, therefore, reflect repressed urges of a sexual and aggressive 
kind. Sometimes these urges are expressed in dreams in the highly 
symbolic language of the unconscious, in which such objects as steeples, 
pillars, and fountain pens represent the male organ; concave objects like 
containers, the drawers of a cabinet, and bags symbolize the female 
genitals; and acts like flying or swimming stand for sexual intercourse. 

Similarly, repressed material may emerge in situations where the ego 
is distracted or where the pressure of the repressed impulse is very great. 
Under these conditions, the expression of repressed material may take 
the form of “slips of the tongue.” This kind of occurrence is illustrated 
by the story of the socially correct, kind, young man who, on meeting 
a charming girl for the first time, was startled to hear himself saying, 
“I do hope I will see you again soon. I would so much enjoy our getting 
tobether.” 

The central point here is that the repressed material is constantly 
threatening to escape its confinement in unconsciousness, and this threat 
is experienced as anxiety, a vague and essentially objectless sense of dread 
and foreboding. Since this affect is disturbing and uncomfortable, the 
individual develops ways of coping with it. Thus, the mental mechan- 
isms of rationalization, projection, and reaction formation come into 
operation as defenses against anxiety. When these mechanisms become 
highly elaborated and very strong, they constitute neurotic symptoms, 
the dynamics of which are protection against the anxiety engendered 
by the threatened return of unacceptable affects and desires. 

For the clinical psychologist, then, it becomes extremely important to 
determine what impulses have been repressed and the dynamics of their 
unconscious working. In classical psychoanalysis, this goal is accom- 
plished through the use of “free association." By laying down the rule 
that the patient must say whatever comes to mind, regardless of rele- 
vance, coherence, or considerations of decency or propriety, the analyst 
is able to trace the pattern of the patient’s thought from conscious back 
to unconscious levels. By rendering the controlling functions of the ego 
temporarily dormant, the psychoanalytic procedure aims at uncovering 
unconscious processes and clarifying their dynamic influences on be- 
havior (see Chapter 21). 

While there is a great deal more to Freud's thought * than we have 
been able to sketch in this brief compass, it is clear that his ideas have 

4 Fenichel (10) has presented. one of the most comprehensive treatments of 
Freud's theories. The best material is to be found, however, in Freud's own writ- 
ings. A compact summary is his posthumous Outline (14). The New Introductory 
Lectures (13) and The Interpretation of Dreams (12) are probably the most informa- 
tive of his many books for clinical psychologists with little prior contact with his 
work. The monograph by Sears (54) is all-important from the standpoint of accumu- 
lated experimental evidence bearing on psychoanalytic hypotheses. 
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become deeply imbedded in our culture and have formed the basis for 
much of the functioning of clinical psychologists. Notions very much 
like those advanced by Freud, for example, underlie the use of such 
projective techniques as the Rorschach and sentence completion tests, 
and it is difficult to find discussions of psychotherapy which do not lean 
heavily on some of Freud’s propositions. 


Offshoots from Freud. As the originator and great pioneer in 
psychoanalytic thinking, Freud gathered around him a group of brilliant 
men as students and disciples. From an early date, however, the group 
was torn with disagreement and theoretical dissension, a state of affairs 
probably intensified by Freud’s own insistence on essentially unchal- 
lenged leadership. One result was that a number of creative thinkers 
broke away from Freud's domination to form “splinter” schools of 
psychoanalysis. 

One of the first of these theorists. was Alfred Adler, who revolted 
against Freud’s emphasis on the instinctual libido doctrine and his con- 
cepts of innate and omnipotent sexuality with resulting conflict between 
the raw eroticism of the individual and the imposition of socially neces- 
sary controls. Adler was impressed in his observations of his own 
neurotic patients with the importance of the yearning for success and 
prestige in human life. For him, the significant behavior by which a 
man could be understood was his typical ways of striving for goals as- 
sociated with social approbation and with power. Consequently, Adler 
was much concerned with the problems of competition, frustrated ambi- 
tion, feelings of resentment and hostility, and impulses to struggle and 
resist or to surrender and give in. In the light of this emphasis on the 
individual's self-assertive tendencies within a societal context, it is not 
surprising to find Adler shifting his clinical attention away from a 
primary focus on the patient's psychosexual history to a close examina- 
tion of his success-failure pattern, his “style of life." "This determination 
of the life style involved an assessment of patients in terms of their char- 
acteristic reactions to thwarting, to the assumption of responsibility, 
and to situations demanding the exercise of initiative. Such typical ways 
of dealing with situations like these were to be accounted for in terms 
of developmental experience patterns in the life history. 

In scrutinizing a life history, Adler taught that one of the basic items 
to be sought was the experience of inferiority. This fundamental ex- 
perience can take widely varied forms. As a result of organic weaknesses 
or defects, because of one’s social position, and inevitably as a conse- 
quence of the long period of childhood helplessness, people develop a 
sense of inadequacy which drives them to engage in compensatory be- 
havior. This notion of psychological compensation as a result of in- 
feriority feelings is one of Adler’s major contributions. 

The best examples of this Adlerian doctrine of compensation are 
such dramatic ones as Theodore Roosevelt's development from a puny 
boy into the robust, vigorous advocate of “the strenuous life” or the 
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growth of a girl with a malformed foot into a premier ballet dancer 
through deliberate and determined effort. The idea, however, has 
wider and more subtle ramifications. Freud had argued that women 
inevitably feel inadequate because they lack the male sex organ. Adler 
dissented strongly, taking the position that the sense of inadequacy found 
in neurotic women patients derived from the lack of opportunity for 
creative and productive expression afforded them by their society. 

By placing this emphasis on inequitable conditions of competition for 
jobs, for prestige, and for creative opportunity, Adler underscored cul- 
tural factors as important in the production of neurotic behavior and 
discarded the sexual theory of psychological deviation. While retaining 
a great many of Freud's ideas, ‘Adler renounced the proposition that 
quirks of the instinctual libido and a concomitant and inevitable con- 
flict with social regulations lead to human unhappiness. Instead, he 
held that misery and discontent are the results of the compensatory, 
self-protective strivings to overcome feelings of inferiority. When the 
conditions of personal development have not been conducive to the 
learning of socially appropriate Ways-of coping with one's sense of inade- 
quacy, then the individual is caught up in a vicious circle of inferiority 
feelings, ineffective compensatory acts, social disapprobation and re- 
jection, and consequent feelings of intensified inferiority.” 

Carl Jung, another of the early dissidents among Freud's outstanding 
students, is difficult to evaluate. His writing tends toward the mystical, 
and his thought is often obscure. Nevertheless, the technique of the 
word association test was essentially his invention, and it remains one 
of the useful instruments in the armamentarium of the clinical psy- 
chologist. Too, it was Jung who gave us the concept of introvert and 
extravert personalities. His idea of “functional types” of people, sug- 
gesting that persons can be meaningfully categorized in terms of the 
relative predominance of thought, emotion, or intuition in their lives, 
is still utilized in much of the psychological literature. Perhaps most 
influential of all his ideas, Jung’s doctrine of individuation has had 
widest repercussions. 

This notion holds that psychological health consists in learning to 
express one’s “inner individuality,” to experience fully one’s own self- 
hood. Fromm (17) has more recently talked of “self-realization” in 
very similar terms, and Rogers (50) has made the concept of “self- 
actualization” the cornerstone of his widely discussed theory of psycho- 
logical adjustment. Moreover, the idea is central to Jung's own system, 
where he argues that individuation occurs substantially through two 
processes. 

In the first place, Jung developed the proposition that there is a 
male and a female side to everyone. If the male elements are dominant, 
the female are repressed. Individuation consists in part of bringing 


5 Perhaps the most useful of Adlers books is The Neurotic Constitution (1). 
There is a good treatment of his system in Murphy (44). 
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these elements into balanced harmony. Since he felt that thinking and 
sensation were the dominating masculine qualities and that feeling 
and intuition were feminine characteristics, this idea may not be as 
mystical as it sounds; but this metaphorical means of communication 
makes Jung hard to understand and to test empirically. 

In addition to this balancing of male and female qualities, individua- 
tion requires a development of the “personal unconscious” out of the 
“collective unconscious." ‘This latter concept is one of the most striking 
and typical of Jung’s ideas. According to this aspect of his theory, the 
significant memories of the entire race are a stored-up part of everyone's 
personality. Unaware of them, each individual nonetheless has them 
deeply imbedded in his psychic structure. These racially inherited pri- 
mordial images and archetypes account for the similarity of myths and 
symbols found in cultures that are geographically widely separated. Be- 
cause of these similarities, Jung felt that the collective unconscious 
contained the wisdom of the ages and was superior to the wisdom that 
could be gained from merely individual experience. Thus, individuation 
is facilitated by bringing the person into contact with his collective 
unconscious. 

One method for establishing this contact is through dream interpre- 
tation. Jung understood dreams as having meanings on different levels. 
On one level the dream might relate to one’s immediate personal life, 
but if associations to dream content are pushed further, one can touch 
the archetypal meanings of the collective unconscious and come into 
possession of the knowledge gained by racial rather than purely personal 
experience. 

Along somewhat similar lines, Jung conceived of the basic sources of 
energy in the personality as instinctual in nature but as constituted of a 
generalized, undifferentiated “psychic force,” not as fundamentally sex- 
ual as in Freud’s teachings. This shift in conception enabled Jung to 
focus attention on the role of the subtle interactions of the developing 
child with his parents in ways very different from Freud’s. Rather than 
emphasizing the erotic features of the Oedipus complex, Jung stressed 
the craving for the comfort and protection given by the mother to the 
relatively helpless youngster. Thus, regressive phenomena become vital 
in neurotic behavior, which has as its goal the return to the mother and 
ultimately to the maternal uterus as the archetypal symbol both of 
security and safety and of being reborn into a happier estate. 

In his psychotherapeutic efforts, Jung argued that the analyst can 
grow wiser as he explores his own racial unconscious as a technique of 
understanding his patients and that the psychological difficulties of the 
analyst can block the progress of his patients. This emphasis on the in- 
teractive processes between patient and therapist and on an attitude of 
respect for the patient as a person is a genuine contribution of Jung’s. 
He was the first to conceive of psychotherapy as an interpersonal affair, 
and while he may not have been very precise or clear in communicating 
his ideas, his insights are likely to be of real value to the clinical psy- 
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chologist who will read him with patience and a willingness to sort out the 
suggestive and potentially verifiable hypotheses he offers from the mys- 
tical and fanciful thoughts that clutter his pages.^ 

Otto Rank, who has had a profound influence on American social 
work and on the development of client-centered psychotherapy, broke 
with Freud over the issue of anxiety and its functioning. Freud, it will 
be remembered, explained anxiety as primarily a result of repressed 
wishes and impulses of a forbidden sort. Rank conceived of anxiety as 
an aspect of the dread and horror touched off by the threat of separation 
from the sources of security and love. 

The prototype of all anxiety-evoking situations is the process of birth, 
by which the baby is painfully expelled from the absolute comfort of 
the intrauterine world into the cold world of the “outside,” where gratifi- 
cations are delayed and where one’s lot is summed up in the labors of 
breathing and crying. ‘This experience of ejection through birth creates 
a basic infantile need for someone to cling to, for safety and shelter, that 
is far more acute and far more fundamental than Freud’s postulated 
sexual drives. 

In the light of this stress on separation anxiety, it is not surprising to 
find Rank placing a sizeable emphasis on the quality of the relationships 
formed to other people in his method of assessing personality. For him, 
psychotherapy does not involve the close and prolonged attention to 
repressed memories typical of Freudian analysis. Rather, he concentrates 
on the patient-therapist relationship, arguing that in the ways by which 
the patient relates himself to his analyst are revealed the basic fears and 
defenses that stir the individual and create his neurotic problems. Here 
the individual’s volitional capacities for the first time receive attention, 
and Rank felt strongly that psychological health consisted in the devel- 
opment of independent, creative, self-assertive but controlled problem- 
solving to replace the dependent and immature tendency to lean on 
strong figures that resulted from the needs created by the birth trauma. 
Thus, psychotherapy is conceived of as a socializing relationship, oriented 
toward creating attitudes of responsibility and initiative in an immature 
patient and toward helping him win self-respect through experiencing 
the respect of others, prototypically the respect that his analyst has for 
him. 
It should be made clear that Rank did not conceive of mental health 
as exemplified by the statistically “normal” person but rather by the 
creative artist, bending his impulses to the expression of his esthetic 
will, The neurotic is unable to achieve this kind of creative adjustment 
because his impulses are too inhibited to allow him to express his indi- 
viduality without panic or guilt. The psychopath or criminal, on. the 
other hand, is too much the victim of his impulses, too little inhibited, 


6 Jung is difficult to read. His Psychology of the Unconscious (30) and The 
Toss of the Personality (29) are most relevant. Jacobi (27) and Progoff (45) 
have done workmanlike and sympathetic summaries. Here is one instance in which 
one may learn more from interpreters than from the original thinker himself. 
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and thus has neither the self-control necessary for creative self-expression 
nor the capacity for interacting wholesomely with his group.” 

When we come to more contemporary thinkers in the psychoanalytic 
tradition, we find such an expansion of emphases to be found in Adler 
and to a lesser degree in Rank that we can call it a relatively new and 
distinctive element. This element is the cultural orientation, the atten- 
tion given to the individual’s social milieu in the development of per- 
sonality and the psychological disorders. The first of these later theorists 
to be considered is Karen Horney, who, in the light of her familiarity 
with the findings of the social sciences and her acceptance of the notion 
of cultural determinism, took definite issue with Freud’s biological posi- 
tion (23) and presented a systematic cultural interpretation of neu- 
tosis (22). 

One of the foundation stones of Horney's thought is her theory, 
much influenced by the ideas of Erich Fromm (16), of character types. 
She advances the proposition that in a competitive culture like our own, 
the developing child, helpless because of his size and inadequate ex- 
perience, is menaced by older, wiser, and stronger people with whom he 
cannot successfully compete. Thus threatened, he must work out some 
strategy by which to cope with the basic anxiety aroused by these 
figures. According to Horney, there are three possible alternatives. 
First, he can move toward people, protecting himself by overtures of 
affection and dependence. Second, he can move against people, pro- 
tecting himself by aggression and attack. Third, he can move away 
from people, protecting himself by isolation and withdrawal. 

All of us ordinarily utilize all three techniques, but difficulty occurs 
when any one of them becomes fixated, compulsive, and inappropriate 
to the situations in which it is exercised. Moving against people, for 
example, is deleterious only when it becomes inflexible and self-defeating, 
as in the case of the aggressive young man who finds himself engaging 
in repeated and violent quarrels with the very persons whose friendship 
and affection he most desires. For Horney, then, neurosis consists in 
the freezing of interpersonal responses into a rigid, anxiety-engendered 
character structure. Differing from Freud, she holds that aberrant and 
troublesome sexuality, like unwholesome and inappropriate aggression, 
is an effect of this culturally developed character formation, not a de- 
terminant of it. 

Moreover, the structure of character is conceived as an essentially 
dynamic, changing kind of thing, not as something the nature of which 
is completely determined during the early years of life. For example, 
the little boy who must contend with a dominant father develops gen- 


"'The most important of the works by Rank is Will Therapy and Truth and 
Reality (47). Karpf's (31) little book is exceptionally useful, and one should read 
Taft (71) for the extensive influence by Rank on American social work and the 
nonpsychiatric practice of psychotherapy. Rogers (51) also acknowledges an ex- 
plicit debt to Rank. 
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eralized attitudes toward authority and how to deal with it, but these 
attitudes are subject to considerable modification and elaboration as a 
result of later experience with other authority figures. One result is that 
a Caspar Milquetoast response to a traffic policeman cannot be inter- 
preted as a kind of carbon copy of the little boy's response to his father 
but only as the issue of a complex series of character-forming experiences. 

Further, this process of character development leads to “vicious 
circles” and neurotic conflicts. If one learns to cope with a powerful 
figure by behaving submissively, acting the submissive role later comes 
to present difficulties, and the individual may engage in outbursts of 
aggression to solve them. The bursts of aggression then may pose prob- 
lems in social intercourse, and the neurotic may try to handle them 
by seeking love. Thus, defenses which spring up in answer to difficulties 
tend to produce new difficulties, which in turn require new defenses. 
Likewise, the defensive operations and their related needs may be in 
sharp conflict with one another. Thus, the need for love may be in 
opposition to intense ambition, and the gratification of one may be 
purchased only by enduring the continued tensions of the other. 

One other aspect of Horney's system which must be mentioned is 
her concept of the "idealized self-image.” Neurosis is produced not only 
by what has happened in the individual's life history but by the tendency 
of the individual in coping with these events to establish faulty con- 
ceptions of himself. By developing inaccurate concepts of one's own 
attributes, one is led to pursue goals that are either inaccessible or that 
yield little satisfaction upon their attainment. The more unrealistic 
one’s concepts of himself are, the greater is the probability that he will 
set up these unattainable or unsatisfying objectives for himself, and the 
greater will be his vulnerability to the accidents of his existence.* 

Just as Horney emphasizes social factors in her theory of character 
types, so Harry Stack Sullivan builds his entire personality theory on the 
proposition that human beings are products of their interpersonal re- 
actions, their relationships with other human beings. The wellsprings 
of conduct are the pursuit of satisfaction, essentially biologically derived, 
and the striving after security, predominantly culturally determined. 
While the two are closely intertwined, most psychological problems, 
Sullivan believes, arise out of difficulties in the quest for security. 

Security, as Sullivan interprets it, involves a feeling of belonging and 
being accepted. From virtually the moment of birth, certain attitudes 
are conveyed by “mothering ones" and other significant figures in the 
child’s world through the process of empathy. Before he understands 
speech, the child senses anger, anxiety, or disapproval in the people 


8 In addition to The Neurotic Personality of Our Time (22) and New Ways in 
Psychoanalysis (23), the most original ideas of Horney’s are to be found in Our 
Inner Conflicts (24), in which she developed her theory of character types, and 
Neurosis and Human Growth (21), where she focused upon the concept of the 
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closest to him. He reacts‘ to these attitudes with an uneasiness and 
restlessness which constitutes the primitive form of anxiety. Later, the 
child must learn precisely what behaviors bring approval from his seg- 
ment of the culture as contrasted with those which bring disapproval. 
This process involves the tensions which are an essential condition of 
anxiety, a factor always related to interpersonal relations. 

The effects of anxiety are basically restrictive. It interferes with ac- 
curate perception and thinking, and reduces the probability of fore- 
sightful, planful behavior. Further, anxiety tends to initiate the 
repression sequence, banishing the situation which provoked it from 
awareness and making it more difficult for the individual to understand 
efficiently those types of interpersonal relations which are most trouble- 
some for him and with which he must deal most directly. 

This situation means that the individual is likely to focus his attention 
selectively on those actions which bring approval, dissociating those 
which eventuate in retribution. From this process, the "self-system" is 
evolved. Since the growing child lacks the necessary experience to make 
a clear and independent evaluation of himself, he comes to conceive 
of himself in terms of the appraisals made of him by his significant 
others. If he is blessed with loving parents who respect him, he is likely 
to become self-respecting. If the parental assessments are derogating, he 
will become self-condemnatory. 

As the child's growing conception of himself derives from the evalu- 
ations of others, so his conceptions of others are colored by extraneous 
experiences of people generally. A loved one, for example, can be 
idealized beyond all semblance of reality. Persons occupying statuses 
of authority can be responded to with a fear and mistrust that has 
nothing to do with them as factual persons but which is elicited by the 
stereotyped conception of people in such positions as a result of prior 
experience. These distortions Sullivan calls “parataxic,” and their social 
origins and relevance are pointed up in his opposite concept of *con- 
sensual validation." The authenticity of one’s evaluations is to be de- 
termined by comparing them with those of others. The approach to 
“truth” in interpersonal affairs is therefore through closer and closer 
articulation of the individual with his community. “Reality” is not a 
metaphysical notion but one defined in terms of social consensus. 

Personality development in relation to this criterion of reality takes 
place through a process of “acculturation.” Sullivan distinguishes six 
"developmental epochs": infancy, childhood, the juvenile era, pre- 
adolescence, adolescence, and maturity. Each presents certain crises 
that must be negotiated en route to à self-system that permits inter- 
personal relationships of intimacy and mutual responsibility within the 
context of the larger community. The acculturation process involves 
a widening of the circle of relationships in which the child takes part, 
a deepening of their affective character, and the coloring of these re- 
lationships with ideals drawn from the society generally. Interpersonal 
experience will be successful and free of the devastating effects of 
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anxiety to the extent that parataxis is minimized through the respect and 
nurturance of parent figures.? 


Evaluation of Psychoanalytic Theories. This is not the place to 
enter into a detailed criticism of psychoanalytic theories of personality, 
nor is the task an easy one under any conditions. Certain points can 
be made, however, which may help in orienting us to the panoply of 
ideas that Freud and his successors have offered. 

First, there seems to be a clear trend away from emphasizing past 
events as all-powerful in the determination of behavior. As psycho- 
analytic systems have developed, more and more attention has generally 
been given to on-going developmental processes in shaping personality, 
and one finds less and less in the way of suggestions that the adult 
individual is essentially formed by the fifth or sixth year of his life. From 
Freud to Sullivan there has been a tendency to consider the human 
organism tougher, more resilient, more capable of shaping its own 
destiny than was once thought. 

Second, in addition to this growing insistence on contemporary or at 
least recent events as important to personality formation, there has been 
a relatively steady growth toward greater empiricism in psychoanalytic 
theorizing. Sullivan, for example, tends to keep his thinking fairly 
close to the actual behavior of patients, growing children, and others 
whom he can observe. This effort to maintain as tight a relationship 
as possible between observation and inference is essential if psycho- 
analytic assertions are to be made testable and verifiable through con- 
trolled investigation. 

It is at this point that psychoanalytic ideas pose their biggest problem. 
Derived from experience with psychopathological patients, these ideas 
deal with complex problems of real life. Because it is exceedingly diffi 
cult to duplicate the stresses and strains of everyday life in laboratory 
or controlled field situations, there has been much opposition to ex- 
perimental studies of psychoanalytic concepts and propositions on the 
ground that such studies are irrelevant. 

A second major hindrance to experimental tests of psychoanalytic 
theory stems from the tendency of these theorists to use a style which, 
while vivid from a literary point of view, is not adapted to the precise 
communication that science requires. The language of analytic theory 
is pictorial and metaphorical, and the reasoning is frequently on the 
basis of analogy. While these characteristics are not necessarily defects 
in themselves, they make it difficult for one interested in checking the 
accuracy of psychoanalytic statements to determine just what relation- 
ships under just what conditions are predicted. Until these hypotheses 
can be spelled out with some precision, it will be hard to subject them 


9 For Sullivan's highly seminal thought, see his own books (69, 70). Another 
volume that is highly useful is that edited by Mullahy (43). Much of Sullivan's 
considerable influence is reflected in the pages of the quarterly journal which he 


helped to found, Psychiatry. 


42 AN INTRODUCTION TO CLINICAL PSYCHOLOGY [2 


to the verification of controlled observation; and not until that time 
comes can they be taken out of the realm of stimulating literature and 
placed properly in the domain of science. 

A third obstacle to the investigative determination of what in psycho- 
analysis is confirmable and what must be rejected is the frequent claim 
of analysts that no one who has not himself been analyzed can truly 
understand either the theories or the methods of this school. While 
it is possible that such an assertion may be correct, its consequences are 
quite damaging. If only those who have shared the experience of being 
psychoanalyzed can comprehend the theoretical propositions involved, 
it must be concluded that the knowledge concerned is private and in- 
communicable, a situation just the reverse of that obtaining for science, 
where knowledge must be public and statable in such terms that anyone 
who takes the trouble and has the necessary technical and instrumental 
skills can verify it. 

Nevertheless, a number of fruitful and suggestive studies have been 
attempted under experimental and field-study conditions. Sears (54) 
has reviewed many of them, and his monograph is required reading for 
any serious student. Dollard and Miller (8) and Mowrer (39) have 
more recently analyzed or performed a number of empirical studies of 
psychoanalytic hypotheses, showing the relevance of animal experiments 
as well as systematic observations of human subjects to the clarification 
of these ideas. Blum (5), through the use of his ingenious Blacky Test, 
has essayed a series of direct tests of analytic hypotheses. His results 
indicate that his approach is fruitful and that the propositions tested 
have properties that make them quite amenable to controlled investiga- 
tion. 

It is probable, however, that for some time there will be a turbulent 
buffer zone between the proponents of rigorous empiricism and the 
advocates of rich speculation. Among psychologists, as among people 
generally, patience, toleration, and a genuine interest in the other per- 
son's point of view are rare qualities; yet it is precisely these attitudes 
on the part of both sides that are necessary if the cloudy but suggestive 
and stimulating contributions of the psychoanalysts are to be fused with 
the narrow but explicit offerings of the experimentalists. Such a fusion, 
however, remains a stringent need among clinical psychologists. 


Phenomenological Theories 


A second type of theory which we must examine holds that the frame 
of reference in which the behavior of an individual becomes under- 
standable is in terms of the way he perceives the various situations which 
confront him. Our behavior, in other words, is determined by the dis- 
tinctive way we “see” events. An example may clarify the point. 

Suppose that three men, a realtor, a farmer, and an artist, are standing 
on a hilltop looking at the panorama of uncultivated land spread out 
below them. To the realtor, the scene represents an opportunity to 
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develop a new housing project. To the farmer, the view suggests a 
chance to obtain arable soil for growing grain. To the artist, the vista 
is the embodiment of natural beauty. On descending, the realtor makes 
inquiries about the cost of the land, the availability of municipal utility 
services, and the supply of construction labor in the vicinity. The 
farmer takes soil samples for testing. The artist gets his easel and re- 
turns to the hilltop to paint a picture. All three men have “seen” the 
same thing, but each has responded in terms of a personal frame of 
reference, in terms of those aspects of the experience which were 
personally meaningful. 


The Phenomenological Field. This definition of events in terms of 
how they appear to individual persons constitutes the individual’s 
“phenomenological field" phenomena-as-perceived-by-him. His be- 
havior is entirely determined by that field, and predictions of his 
behavior demand knowledge of that field. While they may know a 
good deal about the relationship between delinquency, for example, and 
such objective factors as income levels, home conditions, and neighbor- 
hood characteristics, clinicians, when they are faced with an individual 
delinquent, are concerned with how these conditions appear to him, how 
he thinks about them, what meaning they have for him. The point of 
view of any other person is irrelevant to our understanding of this par- 
ticular youngster. Without knowing these things, we not only have 
little comprehension of his delinquent behavior, but we are unable to 
predict how he will respond to various forms of treatment and re- 
habilitation, or how he will behave in the future under given conditions. 

This all-determining phenomenological field contains not only the 
whole universe of which we are aware; it also contains elements of which 
we are relatively unaware. For example, even though we do not know 
the precise location of the furniture in homes with which we have some 
familiarity, we can walk through the rooms in the dark with few bumps 
and bruises. Our awareness of these objects is at a low level of differ- 
entiation, We can become acutely aware of them, however, if con- 
ditions change. Should we be concerned about seating arrangements 
for a party, we would immediately become highly cognizant of the 
number and location of the chairs and sofas; they would become sharply 
differentiated for us. This point illustrates the tendency of the phe- 
nomenological field to become constantly restructured by one’s needs. 
If we are hungry, we tend to interpret ambiguous objects as food more 
than we do if our hunger has been appeased (6, 33, 52). A burnt match, 
ordinarily a useless object, can become a makeshift writing device if 
we need to leave a note but are without a pencil. 


The Self-Concept. Of particular importance in the determination of 


behavior are those parts of the phenomenological field which the in- 


dividual perceives as part or characteristic of himself. These include 


one’s physical self and many relationships between the self and the 
physical or cultural world which are seldom well differentiated. That 
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we are blue- or brown-eyed, that we function as amateur carpenters 
when we have to build a bookcase, and that we enjoy an occasional 
round of golf are thus parts of our phenomenal selves. Such perceptions 
of ourselves are not often clearly differentiated, nor are they compelling 
aspects of our lives. 

"Those aspects of our phenomenal selves, however, which are highly 
differentiated and which we have defined as definite and relatively stable 
attributes exert a considerable influence on our behavior and form our 
self-concept. Conceiving of ourselves as clinical psychologists, we en- 
gaze in many activities which otherwise would be unendurable to us. 
The books and journals which we read, the schedules that we keep, the 
people with whom we associate, and the flavor of our language are in 
large part a direct outcome of this professional conception of ourselves. 

Similarly, the evaluative segments of the self-concept are of im- 
portance. "The individual who conceives of himself as inadequate or 
inferior will behave differently from the one who conceives of himself 
as competent and self-sufficient. Obviously, these evaluative elements 
in the self-concept have a great deal of relevance to the clinician when 
he functions either as a diagnostician or as a therapist. 


Basic Motivation. Within the framework of the phenomenological 
theory, the fundamental urge underlying all behavior is the need to 
preserve and to enhance the phenomenal self. As the individual grows 
and develops, certain aspects of his field become differentiated because 
they satisfy in some degree this elemental need. In this way, various 
objects, feelings, attitudes, and relationships become goals, the attain- 
ment of which gratifies the urge to maintain and to enhance the phe- 
nomenal self. Delinquent behavior, sexual promiscuity, or plain hard 
work at one’s job may thus become comprehensible as methods used 
by the individual to preserve or sharpen his conception of himself as 
courageous, manly, or responsible, any of which may be essential to the 
maintenance of his self-esteem. 

Since self-esteem is at the root of all behavior, even behavior which 
appears to the external observer to be self-destructive, it follows that 
each of us has a capacity for growth, for acquiring ways of conceiving of 
ourselves that will be free of conflict and which will allow us to function 
smoothly in our relationships with others. Lecky (32) suggests that this 
growth capacity takes the form of self-consistency. Thus, the child 
who has had trouble learning to read shows decided improvement in this 
skill if it can be made part of his concept of himself as a “big boy.” 
Likewise, Raimy (46) has shown that as an individual experiences suc- 
cessful counseling, the number of favorable self-references that he makes 
in the course of the counseling interviews increases, whereas those of 
unsuccessfully counseled individuals does not. 


The Concept of Threat. Adjustment difficulties occur, according to 
the phenomenologists, when the phenomenal self is seriously threatened. 
It must be made clear, however, that notions of adjustment have little 
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place in phenomenological theory because they are primarily derived 
from an external frame of reference and refer to the relationship be- 
tween one’s behavior and environmental events as perceived by someone 
else. From the internal frame of reference, what creates troubles is 
not events as apprehended by others but as perceived by the person 
experiencing them. When perceptions are not of an order that permits 
the satisfaction of need, tensions arise, people in this state describe 
themselves as unhappy, and their behavior reflects their unhappiness in 
inefficiency and ineffectiveness. 

Threat simply consists in the endangering of the phenomenal self. 
The student who conceives of himself as an outstanding scholar tends 
to feel tense and anxious if he makes a poor grade on an examination. 
The one who has no such conception of himself “doesn’t care.” One 
has been threatened; the other has not. Somewhat more formally, we 
can say that threat is the individual’s awareness of a menace to his 
phenomenal self. 

When under threat, the only thing one can do is to defend the 
organization of self-attitudes which exists. Such defenses may have 
many forms. For example, the threatened individual may attempt to 
avoid the perceptions which disturb him. The premedical student who 
is failing in chemistry and mathematics still clings to his goal of becom- 
ing a doctor and reports that he is having “a little difficulty” in these 
subjects but that “it will come out all right." Allowing the perception 
of a lack of aptitude for medicine would be unbearable, and he main- 
tains his phenomenal self by denial. 

Another effect of threat is a narrowing of the phenomenal field. ‘This 
occurrence accounts for the egocentricity of neurotics. With the phe- 
nomenal self under threat, it becomes the focus of interest and attention, 
and the individual sees his problems everywhere. The troubled clinical 
psychologist, for example, may well see in his patients his own un- 
resolved difficulties. The student of abnormal psychology who is not 
reasonably well integrated may read about himself in every case history 
presented, in every syndrome described. 


The Adequate Phenomenal Self. Threat, of course, is a recurrent 
thing in everyday life, and the psychologically healthy person is not free 
from it. He differs from his neurotic counterpart in that he is capable 
of accepting into the organization of his self-attitudes, into his phe- 
nomenal self, all aspects of his experience. When one is able to achieve 
this degree of facing reality, he may be said to possess an adequate 
phenomenal self. f 

The basis of this argument lies in the fact that one selects his per- 
ceptions. If one is unable to establish a clear perception of situ- 
ations that threaten him, then it follows that he cannot adequately cope 
with them. This failure to accept important differentiations into one’s 
personal organization is typical of persons who report themselves as 
suffering from chronic states of tension and anxiety. 
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The implications of this concept for psychotherapy have been spelled 
out by Rogers (50). Briefly, the therapeutic process from this point of 
view involves permitting the patient to verbalize his feelings and to 
explore his perceptions of his world in an atmosphere that is quite free 
from punishment or added threat. By this process in such a situation, 
the individual develops a freedom to admit the denied perceptions into 
awareness, where he can deal with them more effectively. As he works 
through his distorted perceptions, he comes to see himself in a different 
light, gradually evolves a new self-concept, and begins to function with 
greater spontaneity and efficiency in his environment." 


Evaluation of the Phenomenological Theory. It must certainly be 
said of the phenomenologists that they have been remarkably productive 
of ingenious and evocative research studies into complex behavior. 
There is no body of empirical investigations into the nature of psycho- 
therapy that can compare with the work done by the client-centered 
group under the leadership of Carl Rogers. Moreover, the phenome- 
nologists have courageously modified their ideas in the light of their 
research findings and seem to have truly adhered to a tentativeness and 
an acceptance of the provisional character of their thinking, which is 
scientifically most laudable. 

Further, in emphasizing the role of the individual's interpretations 
of his own experience, the phenomenologists have emphasized an im- 
portant and neglected area of human functioning that undoubtedly has 
genuine relevance for the clinical psychologist. They have brought 
thinking back into the clinician’s purview and have thereby helpfully 
broadened our awareness of the internal processes of our patients. 

There are difficulties in the phenomenological point of view, how- 
ever. In the first place, we obviously cannot directly observe the 
phenomenal field of others. We have to reconstruct it by inference. 
There is a constant danger, therefore, that we will find ourselves caught 
up in a circular logic. For example, we observe that a college student 
behaves nervously before an examination. We infer that he perceives 
the examination as threatening. We then explain his behavior on the 
basis of our inference. This procedure amounts to saying that he acts 
in a threatened fashion because he acts in a threatened fashion! Our 
concept of threat in this case has no meaning apart from the behavior 
from which our inference was derived. 

Second, phenomenological concepts tend to be slippery and difficult 
to state in precise terms. Thus, the notion of levels of differentiation 
is not very helpful to the clinician or to the experimenter unless one can 
state the conditions under which some observable forms of behavior 

10 For clinical psychologists, the best introduction to phenomenological psychology 
is the book by Snygg and Combs (67). A more elegant formulation is to be found 
in two works by the late and influential Kurt Lewin (34, 35). Gordon Allport 
(2, 3) should also be consulted. The relationship between this theoretical frame of 


zeference and client-centered therapy is a close one, and no clinician should miss 
reading Rogers (50) carefully. See also Chapter 20 in this volume. 
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characteristic of varying levels of differentiation will occur. The same 
elusiveness that we noted with respect to many psychoanalytic concepts 
is typical of much of phenomenological theory. 

Third, the focus on perceptions, on the individual's interpretations 
of his experience, poses as many problems as it answers. These in- 
terpretations are obviously not innate; they are derived from experience. 
It becomes a matter of central importance, then, to discover the condi- 
tions under which different kinds of perceptual or interpretative ten- 
dencies arise. This problem of how perceptual processes are learned is 
particularly relevant for psychotherapy. Granted the importance of 
helping the patient to perceive himself differently and thereby to alter 
his self-concept, the question arises as to how the therapist structures a 
situation in order to facilitate his client's learning to see himself differ- 
ently and to think about himself in different terms. 

While these factors are troublesome ones, phenomenological theory 
has nevertheless been productive of research on complex human proc- 
esses, has underscored aspects of behavior which the clinical psycholo- 
gist can hardly ignore, and has courageously attempted to deal with 
human problems in all their poignancy. 


Neobehavioral Theories 


We turn now to those theoretical positions derived primarily from 
the study of learning. These frames of reference attempt to organize 
behavior and to account for it in terms of how it is acquired and modi- 
fied. Much of the basic research has come from animal laboratories, 
and investigations of phenomena that are directly relevant to the 
clinician’s interest largely remain to be done. Nevertheless, these 
theorists have more and more turned their attention to personality de- 
velopment, and their work, because it is buttressed by an impressive 


array of objective and rigorous if perhaps narrow experimentation, has 
attracted a great deal of interest. 


Major Theories of Learning. While a number of different positions 
can be discriminated within the broad field of learning theory, two have 
gained the widest currency. The first is the stimulus-response re- 
inforcement theory; the second is referred to as the contiguity theory. 

Within the context of reinforcement theory, learning is thought to 
proceed essentially in this way: When a motivated organism is stimu- 
lated—either by events in the external world or by those internal events 
associated with the motivation itself, as in hunger or pain—it tends to 
respond with variable behavior. If, in the course of its variable activity, 
the organism performs an act which is closely associated in time with 
the reduction of motivation, the probability that this response will occur 
again under similar stimulus conditions is increased. To put the matter 
somewhat differently, we can say that a connection is strengthened 
between the stimuli and the response associated with the reduction in 
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drive. The central emphasis in this theory, then, is on the occurrence 
of drive reduction or the satisfaction of need, variously called the law of 
effect or the principle of reinforcement. We learn to do those things 
which are associatively bound up with the experience of gratification. 
As Dollard and Miller (8) summarize it: To learn, an organism must 
want something or be motivated in some way; it must notice something 
or be acted upon by stimulus cues in the external or internal environ- 
ments; it must do something or perform a response or response sequence; 
and it must get something or experience a reduction in motivation. 

Differing from this point of view is that of the contiguity theory. 
Here the basic contention is that the fundamental condition necessary 
for the organism to learn is simply contiguity in experience. 

Tolman (73), for example, conceives of learning as the acquisition of 
information or cognitions about the environment. Variously referred 
to as “sign-gestalt expectations," “sign-significate relations," and “hy- 
potheses," these cognitions refer to knowledge which the organism ac- 
quires to the effect that some given stimulus (sign), if reacted to in a 
given way, will lead to some other stimulus of a particular sort (sig- 
nificate). Thus, we learn that if we enter a building labeled “res- 
taurant, we will upon reading a menu and telling a waitress our 
desires, be served a meal. The restaurant is the sign; the meal is the 
significate; the learned relationship between the two amounts to a 
"cognitive map" (72). The necessary condition for the acquisition of 
these cognitive maps is simply contiguity or the spatial and temporal 
patterning of stimulus events from sign to significate in the organism’s 
experience. Aided by such secondary principles as recency, emphasis, 
and belongingness, the law of association by contiguity governs learning. 
Learning, the acquired cognitive maps, together with the organism’s 
needs and skills, governs performance or actual behavior. 

Guthrie (18), on the other hand, conceives of learning as a process 
of strengthening connections between stimuli and responses, not as a 
matter of acquiring cognitive maps; but he holds that the occurrence of 
reinforcement or drive-reduction is not a necessary condition for learn- 
ing. Instead, he argues that any stimulus pattern acting on the or- 
ganism at the time of a particular response will, if it recurs, tend to evoke 
that response. Drive states are important only to force responses, not to 
reinforce them. Thus, this theoretical position falls into the contiguity 
class on the basis of its assertion that temporal simultaneity of cues and 
responses is all that is required for the formation of new connections. 

Because of certain problems in the learning of avoidance reactions, 
Mowrer (40), Schlosberg (53), and Skinner (66) have suggested, each 
in rather different ways, a reconciliation of reinforcement and contiguity 
theories in the form of a two-factor theory of learning. The impelling 
difficulty lies in this kind of situation: If the growing child touches a 
hot radiator, he quickly learns to withdraw his hand because such with- 
drawal is intimately associated with a reduction in the painful burning 
sensation. A reinforcement theory handles this situation nicely. But 
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how does he learn to avoid the hot radiator? If he does not touch it, 
there will be no reinforcement, and the withdrawal reaction should soon 
extinguish and disappear. If the painful stimuli do not act upon the 
organism’s receptors, no drive is aroused to motivate the defense re- 
action. 

Mowrer and Lamoreaux (41) have resolved the dilemma thus pre- 
sented by arguing that what is learned in situations like these is not a 
particular defensive or avoidance response, but rather an affect or 
emotion of fear. Thus, the child may learn to withdraw his hand from 
the radiator when burned, but he also learns to fear the radiator. Fear 
then serves as a drive to motivate behavior which keeps the child at a 
safe distance from the hot object. Chapter 3 develops this and other 
points in greater detail. i 

According to the two-factor theorists, this learning of fear or other 
affects proceeds in keeping with the principle of contiguity. All that is 
required to teach the child to fear the hot radiator is to have it clearly 
present in his stimulus field when he experiences the pain of burning 
his hand. The learning of instrumental acts, however, is governed by 
the principle of reinforcement or reward. One of the most effective 
types of reinforcement is fear reduction (37), and the diminution in the 
intensity of emotion generally may be regarded as clearly an instance of 
drive reduction. It should also be noted that the acquisition of affects 
by contiguity is also relevant to the problem of how the affective core 
of attitudes or ways of perceiving various objects and events is learned." 


Learning Theory Concepts in the Study of Personality.'? The con- 
nections between stimulus situations and various types of responses are 
called “habits,” more or less stable ways of reacting to the recurrent con- 
ditions of the organism’s world. These habits generalize; that is, re- 
sponses learned to one particular situation are also evoked by other 
similar situations. If we learn to raise our hands to recite in one class, 
we are likely to do the same thing when we are motivated to recite in 
another class, even though the room, the teacher, the location of the 
school, and the subject matter under study are all different. If one has 
learned to respond fearfully to an authoritarian father, it is quite likely 
that he will also respond fearfully to other figures of authority. If one’s 

arents handle the childhood problem of masturbation punitively and 
teach that “sex is bad,” one is likely to develop a guilty uneasiness not 
only about masturbation but virtually all sexual impulses. 


11 Hilgard (20) has prepared the most comprehensive overview of the various 
theories of learning. Guthrie (18) ‘also discusses various points of view, as does 
Spence (68). The basic references are those by Hull (25, 26) and Tolman (72, 
73). Special treatments of high utility are provided by Dollard and Miller in their 
older (38) and more recent (8) books. ; 

12 The most compendious and readily available applications of learning theory 
to personality are the books by Dollard and Miller (8) and Mowrer (39). One 
should also consult the papers by Magaret (36), Seeman (57), Shaw (59, 60), and 
Shoben (62, 64, 65). 
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This tendency for our responses to generalize from the original stimuli 
to which they were learned to other cues forms the basis for the develop- 
ment of personality traits. Such traits may have widely different origins, 
depending upon the particular circumstances under which one’s learning 
takes place. For example, in the case of the boy who must somehow 
cope with a severe and commanding father, it is likely that he will de- 
velop a generalized fear or anxiety regarding authority figures, but his 
particular coping techniques may vary considerably. ‘Thus, he may 
become submissive if submission becomes associated with a reduction 
in the fear of authority. On the other hand, if behaving rebelliously 
becomes so associated, this kind of response will become characteristic 
of him. Here we have different traits emerging from a similar source. 

By contrast, we can point to the case of two young men, each of 
whom can be described as conforming and conservative in his actions. 
One has grown up in a family where such conforming behavior as using 
proper table manners, observing the niceties of social intercourse, dress- 
ing in good taste, paying deference to older people and people of promi- 
nence, and giving strict observance to law and custom have been directly 
rewarded. When he behaved in accordance with such canons, he re- 
ceived a considerable amount of praise and adulation from the other 
members of his family and was made to feel loved, wanted, and admired. 
Our other man was brought up in a family "on the other side of the 
tracks" but has moved rapidly up the social ladder by dint of hard work 
and native talent. He is ambitious for social advancement and wants 
very much to be accepted by the people whose social class origins are 
somewhat "higher" than his. His behavior is similar to that of our 
first case, but its source lies not so much in the direct experience of 
reward as in the satisfaction of a desperate and urgent need for status 
and prestige. Similarly, aggressiveness for one person may be a way of 
reducing harrowing feelings of inferiority; for another, it may be simply 
a rewarded method for solving the problems posed by social relations. 
The social conditions of learning are every bit as important as the 
principles of learning. Both are needed for adequate understanding and 
prediction. 


Socialization. This emphasis on the social conditions of learning 
implies a temporal process. An individual's behavior at any given mo- 
ment is to be understood in terms of how his reaction systems have been 
formed through his past experiences. From the clinical psychologist's 
point of view, the most vital of these formative learnings are those hav- 
ing to do with one's relationships to other people, with his social learn- 
ing. Indeed, there is good basis for arguing that children of the genus 
Homo sapiens become human only through their contacts with people 
in society, that we have all learned to behave like human beings as a 
result of our exposure to and interactions with others. This process of 
learning to become a person-in-society is called socialization. 
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But if our distinctive humanity is a product of the socialization pro- 
cess, so are many of the psychological ills that the human personality is 
heir to. If we are to have the advantages of living in society, we must 
regulate our behavior in accordance with certain social norms and ideas 
of good conduct. The agents of society who teach us these norms are 
principally our parents. One of their chief techniques is punishment 
when social rules are violated. The use of punishment, an unavoidable 
situation for virtually all parents in all societies, can produce troublesome 
consequences. 

For example, those acts which are required to take culturally approved 
forms only and which come in for protracted socialization are generally 
those involving sexuality, aggression, dependency, the seeking of status 
and power, and the striving for affection. When the parents punish 
responses of these types occurring in other than the culturally sanc- 
tioned ways, the groundwork is laid for the development of anxiety as- 
sociated with these basic impulses. Thus, under the duress of parental 
punishment, strong and recurrent instigations to behave sexually or ag- 
gressively may become associated with the physical (through spanking) 
or symbolic (through threats of loss of love) pain inflicted by the par- 
ents. This association is the basis for a connection between the punished 
impulses and the anticipation of punishment or the fecling of anxiety. 
In this way, one comes to fear his own desires and is forced to develop 
ways of dealing with this fear. 

‘A second point to be made explicit is that within the context of the 
family, the punishing parents can themselves become cues for fear 
reactions. Since parents both punish and reward, that is, since they 
are associated with both the experience of drive arousal and the experi- 
ence of drive reduction, they almost inescapably become the objects of 
both love and hatred. To the degree that they are associated with feed- 
ing, loving, warming, and protecting, they tend to become loved and 
desired. To the degree that they are associated with pain and anxiety, 
they tend to become feared and disliked. It is this situation that gives 
rise to the well-nigh universal ambivalence in our culture that children 
feel for their fathers and mothers. 

From these emotions learned in connection with one’s own impulses 
and with one’s parents, various mechanisms are generated to reduce 


them. Repression and the mechanisms of defense, such as rationaliza- 
tion and projection, become meaningful in this context as the behavi- 
oral devices which the individual has acquired to minimize the discom- 
forts of anxiety. If by repression one renders his own aggressive urges 
unrecognizable, he is freed to some degree of the anxiety attached to 
them. In a sense, he has made it unnecessary for him to fear his own 
wishes and desires by the simple expedient of “hiding” them. The re- 
inforcement for repression, therefore, lies in its diminution of anxiety. 
Essentially the same thing can be said of any of the mechanisms or neu- 


rotic symptoms that characterize a particular person. 
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The Concept of Neurosis. From the standpoint of the learning 
theorist, then, the behavior patterns symptomatic of neurosis are thor- 
oughly functional in the sense that they enable the individual to escape 
or to avoid anxiety. Why should they be considered neurotic? 

Mowrer (42) has suggested, on the basis of some ingenious experi- 
mentation as well as a thoughtful consideration of clinical evidence, 
that neurosis or maladjustment consists in behavior which reduces anxi- 
ety but does nothing to alter the conditions which produce it. Neurotic 
behavior is comparable to that of the driver who shuts his eyes to warn- 
ings of dangerous road conditions, thus protecting himself from worry 
but leaving himself vulnerable to serious mishaps. This conception 
points to the self-defeating character of neurotic acts, which characteristi- 
cally lead to greater disasters than would probably be the case if they 
were not indulged in. But under these circumstances, why is neurotic 
behavior perpetuated? If it leads to a greater ultimate degree of drive 
arousal than of drive reduction, why does it not simply extinguish? 

This curious paradox of the self-perpetuating and yet self-defeating 
nature of neurotic behavior is accounted for in terms of the gradient of 
reinforcement. This principle tells us that the consequences of actions 
that lie closest in time to their performance will have the greatest effect. 
Thus, the immediate relief from concern which the motorist gains from 
ignoring roadside signs of danger tends to strengthen this behavior more 
than the later accident tends to weaken it. More clinically, the immedi- 
ate reduction in anxiety gained through repression tends to reinforce 
it more profoundly than the more remote effects of being unable to 
think clearly about the sources of one’s anxieties may tend to weaken it. 

Much of psychotherapy consists in “unlearning” or “counter condi- 
tioning” (62, 64, 65) the anxieties that motivate such self-defeating but 
at the same time self-perpetuating behavior, thus freeing the individual 
to develop more effective techniques of adjustment. 


Evaluation of the Neobehavioral Theories. These theoretical ap- 
proaches to personality amount in large part to a series of extrapolations 
from narrow but precise research with animal subjects. While most of 
the ideas, therefore, have an impressive underpinning of empirical in- 
vestigation, they are open to serious question on the score of what 
changes in thinking have to be made when one reasons from the 
simpler behavior of white rats and chimpanzees to the more complex 
activities of men. It must be pointed out, however, that the behavioral 
repertoire of men includes most of the kinds of behavior of lower ani- 
mals even though it involves much more. The problem is not whether 
concepts derived from a study of infrahuman organisms can be made to 
apply to man, but what additional concepts must be constructed to 
account for the wider ranges in behavior characteristic of man. While 
it is possible that so many new constructs must be employed that it 
is futile to attempt the task of building from simpler to more complex 
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levels, such an argument has not yet been substantiated, and it would 
appear fruitful to try to verify one’s knowledge in situations that are 
easy to control and then to devise methods for expanding it to apply to 
those where control is more difficult and complexity greater. 

Second, it seems axiomatic that the behavior of greatest relevance to 
clinical psychologists is clearly a product of experience, is learned. If 
it is learned, it must be learned in accordance with known principles or 
principles that we have not yet discovered. From this contention, it 
follows that our business as clinicians can be conducted much more ef- 
ficiently if we bend a good portion of our efforts to developing a set 
of principles which will adequately account for human learning. Only 
through such knowledge will we be in a position to render maximum 
help to our patients. 

On the other hand, learning theories as they have been developed to 
date have paid little attention to the processes of perception and con- 
ceptualization, clinically important as they are. There seems little 
doubt that to be fully useful, they will have to be enlarged to take these 
aspects of human behavior into consideration and to include them in 
precise formulations of how people come to behave as they do. Here 
the challenge of the phenomenologists must be met by learning the- 
orists, just as the phenomenologists must meet the challenge of learning 
theorists to show how individuals develop the particular phenomenal 
fields which constitute their determining frames of reference. 

Finally, it should be pointed out that much of the work of learning 
theorists concerning the problems of personality has involved a liberal 
borrowing from psychoanalytic ideas. Stripped of its vagueness and 
mysticism in large degree, psychoanalytic thought seems quite amen- 
able to a fusion with the more precise and experimentally based ideas 
drawn from the learning laboratory? This marriage between the clinic 


13 This possible union of psychoanalysis and leaming theory points up a problem 
that often is a source of confusion and discontent among students early in their 
training in clinical psychology. Baffled by the multitude of theories and caught up in 
the dissidence that sometimes rages among their protagonists, the student frequently 
finds it difficult to understand that basically all clinical theories have the same general 
purpose, that of providing cognitive frames of reference within which one can 
organize meaningfully the observations one makes of patients and of human behavior 

nerally, No one theory has any monopoly on “correctness,” and it seems most 
likely that the differences among theories are not such as to prevent a reasonably 
harmonious translation of many of the propositions of one into the language of the 
other. Oedipal attachments as described by Freud can be accounted for by the 
Hane ted of human learning, and the avid quest for power that Adler depicted can 

stated in phenomenological terms. There is every reason to suppose that the more 
the student attempts to make these translations, the more he will become aware of 
the actual strengths and weaknesses (in terms of comprehensiveness, communicability, 
and fruitfulness) of each, and the more he will develop his skill in thinking usefully 
about the patients whom he sees and the problems which he confronts in his pro- 
fessional life. Danger does not lie in theoretical diversity; it lies in unquestioning 


partisanship. 
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and the laboratory is likely to issue in new and significant hypotheses for 
experimental testing and equally new and significant knowledge for the 
use of the clinician in his work with patients. Only through this kind 
of collaborative effort are clinical psychologists likely to win with any 
economy the improved skills and understandings that will permit their 
fulfilling their pressing obligations to the troubled and unhappy people 
knocking in such large numbers at their doors. 


Summary 


We have reviewed a number of theoretical approaches to personality 
as they are used by clinical psychologists as frames of reference for 
organizing their observations of patients. Obviously, it has not been pos- 
sible within this space to do justice to any one set of ideas, and many of 
merit have been omitted. These discussions must be taken only as 
introductions to the various points of view considered, and the serious 
student of clinical psychology will wish to acquaint himself much more 
intimately with psychoanalysis, with phenomenological psychology, and 
with learning theories. 

The point of greatest importance is that none of these theoretical sys- 
tems can be regarded as anything more than a tentative way of account- 
ing for clinically relevant behavior. Each has something to contribute, 
and each can stimulate creative and productive thinking on the part of 
the clinical psychologist, who is often hard pressed to make sense out 
of the actions of his patients. These fruitful provisional frames of 
reference, however, can become stultifying if they are made into doc- 
trines and clung to as the sources of ultimate answers to clinical 
questions. 

Finally, these theories all consist of hypotheses, suggestions about 
how human behavior may work. The only way to test hypotheses is 
through research. The group most in need of hypotheses which are 
reasonably well verified is clinical psychologists, just as they are the ones 
who are in the best position to observe complex behavior and to formu- 
late hypotheses about it. It is possible that our most enduring contri- 
butions to human happiness and welfare may come through our investi- 
gative efforts to build an improved and more useful kind of theory of 
personality. 
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Chapter 3 


WHAT IS NORMAL BEHAVIOR? 
By O. H. Mowrer, Pu.D. 


I 


Chairman: It is almost two years now since our discussion group held 
its first meetings. At that time, you will recall, we were interested in 
gaining a better understanding of the Concept of Culture. It is pro- 
posed that in the present series of meetings we shall consider the ques- 
tion: What is normal behavior? I am sure we are all aware of the im- 
portance of this question, but I imagine we are also all impressed by 
the many difficulties implicit in it. What we can hope to accomplish 
by way of answering the question in any definitive sense will be modest 
at best, but at the same time there is reason to think that our efforts 
may not be altogether unrewarding. Perhaps the kind of cooperative, 
interdiscipline approach to which our group is dedicated will enable us 
to resolve at least certain facets of the problem which have not readily 
yielded to the more conventional, segmental type of analysis. 

From your presence here this evening, I assume that all of you re- 
ceived the written announcement of the meeting and of the proposed 
topic of discussion. And if our earlier experience is a reliable guide, I can 
also assume that all of you have done some thinking and reading on the 
topic from the standpoint of your own particular field of specialization. 
In keeping with our established practice, I shall not call upon anyone 
for a formal speech but will simply throw the meeting open for informal, 
spontaneous discussion. 

Statistician: I should like to be the first to point out that my particu- 
lar specialty is perhaps limited in respect to what it can contribute to 
the ultimate solution of our problem; but this contribution is so ex- 
plicit and in certain respects so basic that I venture to open the discus- 
sion. I find that in textbooks on abnormal psychology it is a common 
practice to introduce the concept of normality by first relating it to the 

| statistical facts of "averageness" and “unusualness.” Many psycholo- 
gists, in fact, speak of "abnormal" and "unusual" personal character- 
istics as if the two terms were equivalent; and I find that a number of 


1 A digest of the group's discussion of this topic has been reported by Kluckhohn 
and Kelly (22). 
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psychiatrists likewise place heavy emphasis in this connection upon | 
“deviation from the average.” For example, Cobb has said: “One must 
accept the fact that ‘normal’ is a range of values about the mean of a 
distribution curve. The average man and those near him are normal, 
the most ‘perfect’ specimen (if one can imagine such a specimen, and 
perfect for what?) would be far from normal" (6, p. 129).* I believe 
that I am therefore justified in proposing the purely statistical defini- 
tion of normality as the starting point for our discussion. 

In established statistical parlance, the “norm,” in an array of indi- 
viduals who vary with respect to some measurable characteristic, such 
as height or intelligence, is usually taken to mean the “central tendency.” 
‘Thus, in this curve which I have prepared (Figure 3-1), we see the 
range and distribution of heights in an unselected population of Eng- 
lish men, with a mean of 66.9 inches and with a “normal range” as in- 
dicated. Individuals whose height places them either above or below 
this range may be said to be “abnormal” with respect to height—in the 
literal sense of ab-normal, i.e., away from the norm. 
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Ficurr 3-1. A frequency polygon of heights of 6,194 adult English men (after 
Vernon, 40, p. 15). The mean lies at about 66.9 inches, and the vertical lines to the 
right and to the left of the mean indicate the approximate limits of the “normal 
range.” (By permission of The University of London Press, publishers of P. E. 
Vernon, The Measurement of Abilities, 1940.) 


Where the line of separation between so-called normality and ab- 
normality shall be drawn is, of course, usually quite arbitrary. A com- 
mon convention is to mark off a point on the distribution which is one 
standard deviation above the mean, and a like distance below, and to 
designate the intervening area as the normal range. In a distribution 


2 Reprinted with permission of the Harvard University Press, publishers of 
Borderlands of Psychiatry (1943). 
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that conforms to the common “bell-shaped” type of curve, this range 

| will include about 68 per cent of all the cases, with roughly 16 per cent 
falling above and an equal number falling below this range. However, 
it is usually understood that the distribution is on a continuum and that, 
for example, a “low normal” score is different only in degree, not in 
Kind, from a nearly equal score that happens to fall in the area just 
outside the so-called normal range. Rarely does one think of such a 
line of demarcation as being in any way categorical or absolute, although 
important practical decisions may depend upon whether a given indivi- 
dual’s score falls upon one or the other side of such a line. And in this 
sense it seems to me that the statistical emphasis has been very helpful; 
it tends to emphasize the continuity rather than the discreteness of in- 
dividuals who, on whatever grounds, are classified as normal or ab- 
normal. 

Sociologist: I was pretty sure that the statistical point of view would 
be introduced at an early stage in the discussion so I, too, have brought 
along a curve. Since it is commonly regarded as undesirable for a per- 
son to be extremely tall or extremely short, the foregoing illustration of 
the concepts of normality and abnormality seems to work well enough. 
But if we take, not height, but, for example, intelligence as the basis 
for such an analysis, we encounter a serious complication. My curve 
(Figure 3-2) shows the distribution of intelligence scores earned by 
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Ficure 3-2. A frequency polygon of intelligence scores of 1,600 ninth-grade 
students, as determined by nine different tests. "The scores are plotted so that the 
mean score equals zero. The “normal range" is indicated by the two vertical lines 
to either side of the line indicating the mean. (Adapted from W. F. Dearbom, 
Intelligence Tests, 1928, p. 22, by permission of Houghton Mifflin Co., publishers.) 


1,600 ninth-grade American school children. Here, again, there is a 
central tendency, a normal range, and two dwindling extremes. But 
although it is reasonable to refer to one of these extremes as represent- 
ing individuals with "abnormally low" intelligence, it seems a strange 
twist of language to refer to the opposite extreme as representing in- 
dividuals with "abnormally high" intelligence. It does not, however, 
seem at all remarkable if we speak of these children as having unusually 
high intelligence—a fact which focuses attention upon a wide variety 
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of situations in which there is by no means a one-to-one correspondence 
between the unusual and the so-called abnormal. 

Now sociologists and social psychologists have long been aware of 
this difficulty and have worked out another way of dealing with the 
problem which— 

Educator: If I may interrupt for just a moment, I should like to 
register another objection to the statistical definition of normality. 
You will notice that our statistician drew his example from data based 
upon the heights of English men. By his criterion, many English wo- 
men would be “abnormal” with respect to height, although they might 
not be unusually short for women. The same point could be made 
with respect to the Pygmies of Africa and the Negrillos of Malaysia. 
And, of course, when we go from adults to children, the case is even 
more striking: what is normal height for a child ten years old would 
certainly be abnormal for an adult of either sex. 

This point is, of course, fully recognized in our definition of the 
L.Q. as a function of the individual's age. The problem is here solved 
by talking, not of "normal intelligence" in any general sense, but in 
terms of what is normal or usual for a child of a particular age. In other 
words, we separate children into a number of different groups, or “popu- 
lations," and then speak of a given individual as normally or not nor- 
mally intelligent with respect to the age-group into which he falls. 

Practically, this type of procedure seems to work out all right in 
many instances, but I do not regard it as affording a logical solution to 
our problem. For example, educators have often felt it undesirable to 
have children with a wide range of intelligence in the same classroom, 
and have tried to get around the difficulty by means of “homogeneous 
grouping". By this device the children in a given grade are segregated 
into two, three, or possibly more groups, according to their intelligence. 
Thus, a child with an LO. of 80 may be statistically abnormal with 
respect to the average intelligence of all the children in his grade, but 
not abnormal with respect to the average of his particular "homogeneous 
group." However useful this procedure may be pedagogically, it points 
to a sobering problem logically, namely, that you can make almost any- 
thing or body “normal” if you are willing to juggle sufficiently the group, 
or classification, into which the object or individual falls. In the ultimate 
case, you can say, in fact, that everything is “normal” with respect to 
itself, i.e., if you assume that each individual is sui generis. 

My point is one which has been well made by John Kendrick Bangs 
in his poem, “The Little Elf,” which ends with the familiar lines: 


"I'm quite as big for me,” said he, 
“As you are big for you.” 


Physician: I should like to second what has just been said by noting 
that of all the persons in the world who, for example, have cancer, most 
of them may be said to be “average cases of cancer,” but this fact hardly 
makes them healthy, which is the sense in which I am inclined to think 
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of normality. Or, to make the same point with another example: we 
are accustomed to speaking of the inmates of mental hospitals and 
prisons, respectively, as insane and criminal; and with respect to each 
of these categories there are many individuals who are quite run-of-the- 
mill, "average," “usual,” but hardly "normal," I should think. 

Psychologist: I should like to hear the rest of what our Sociologist 
was saying, but before he continues I want to raise this question: Does 
it make any sense, really, to talk about a given person being either nor- 
mal or abnormal in any comprehensive way? Must we not always 
speak of a person as normal or abnormal in respect to some specific, 
measurable characteristic? Incautious writers sometimes refer to the 
“measurement of personality” as if “personality,” or “a person,” could 
be gauged, or rated, in terms of a single variable, on some one master 
scale. More careful usage demands that we speak instead of “measure- 
ments of personality,” for personality has many dimensions; and there 
is no one unit of measurement, or scale, that is applicable to all of them. 
In consequence, it is common practice on the part of many experts in 
my field to test or rate a given individual with respect to several differ- 
ent characteristics, and then to assemble the results in the form of a 
“profile,” or “psychograph.” Here (Figure 3-3) is an example which I 
thought the group might find interesting. 
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Ficure 3-3. A profile, or psychograph, showing one individual's ratings on a 
variety of performances. Such a graph has to be evaluated in terms of its total pat- 
tern. (Reprinted and adapted from M. S. Viteles, Industrial Psychology, p. 153 
with the permission of the author and W, W. Norton and Co., publishers.) 


| _ This method of defining and dealing with the concept of personality 
immediately shifts the problem of normality from the purely quantita- 
tive to the qualitative plane; for who, on the basis of a psychograph, can 
say, in any overall mathematical sense, that one person is normal and 
another is abnormal? The difficulty is, of course, that one cannot add, 
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mathematically, two units of Energy here to five units of Persistence 
there, or either of these to one or three units of Intelligence, In prac- 
tice, a composite graph of this kind is used not so much for determining 
personal normality or abnormality in any over-all sense as it is for as- 
certaining whether a given individual seems to “fit” or “match” specifi- 
cations which have been drawn up for a particular type of employment 
or for some other purpose. 

Philosopher: In this connection it is interesting to recall Emerson's 
theory of “compensation,” according to which each individual, in his 
totality, is “equal” to every other individual, since, as Emerson assumed, 
a deficit in one area tends to be offset by a special advantage or virtue 
in another. Such thinking seems to be more of a prolegomenon to 
the theory of democracy than a statement of empirically verified fact. 
But it is also worth noting that the psychologist, Alfred Adler, has come 
out with a somewhat similar notion, which I should think might be 
termed the theory of “reactive compensation.” According to this 
writer, a defect, or “inferiority,” in one area initiates compensatory 
strivings which often succeed not only in counteracting the defect but 
in producing extraordinary strengths and accomplishments (1). 

Psychologist: One other point I wanted to make is this. Statistically- 
minded investigators, aware of the difficulties we have just been con- 
sidering, have sometimes sought to isolate a single measurable attribute 
as the crucial one in determining personal normality or the lack of it. 
Various attempts have been made to measure what is commonly termed 
“nervousness,” or more technically “emotional instability,” by means of 
questionnaires. These investigations have recently been reviewed by 
Maller (24), and I won't try to describe them here. But perhaps the 
earliest attempt to get at this variable by means of behavioral observa- 
tion—and I remember that our question is: What is normal behavior?— 
was reported by Olson (30) in 1929. By means of a careful definition 
and accurate recording of specified “nervous habits” in children, this 
writer obtained data indicating “that the amount of nervous habits in a 
given population takes the form of a continuous distribution. The evi- 
dence suggests that the problem of nervous habits is the problem of 
every child, just as are such matters as weight, height, and educational 
achievement” (p. 90). 

It is interesting to note that Olson found no reliable correlation be- 
tween a number of pencil-and-paper tests of “personality” and the inci- 
dence of “nervous habits” observed in his subjects. As the author 
points out, “the general intelligence factor makes the interpretation 
of scores on personality tests of the paperand-pencil type a difficult 
matter” (p. 90). The scores on such tests tend to be invalidated “by 
the tendency to what has been called the ‘intellectualization of response’ 
on the part of children when giving a subjective report" (p. 90) * i.e, 


3 Reprinted with the permission of the University of Minnesota Press, publisher 
of W. C. Olson’s The Measurement of Nervous Habits in Normal Children (1929). 
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by the tendency to give what they believe to be a “tight” answer rather 
than the “true” one. 

Educator: I think I can extend this argument. A few days ago I 
came across a study, reported by Tiegs and Katz (39), in which 100 
college students were randomly selected from a much larger group and 
were then observed and rated with respect to fourteen evidences of “nerv- 
ousness.” The results are shown in this gtaph (Figure 3-4). The great 
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Ficure 3-4. Incidence of symptoms of “maladjustment” in 100 unselected col- 
lege students (after Tiegs and Katz, 39, p. 66). Note that these symptoms tend to 
be normally distributed. (By permission of The Ronald Press Co., publishers of 
E. W. Tiegs and B. Katz, Mental Hygiene in Education, 1941.) 


majority of the students manifested between 7 and 13 of these traits 
or mannerisms, one manifested only one such trait, and one mani- 
fested all 15. It would thus appear that "abnormality," in the sense 
of "nervousness," is more or less normally distributed; and from a 
purely statistical standpoint, the individual who showed only one of 
these traits would be just as "abnormal" as the one individual who 
showed all 15 of them. 

The authors of this report may be correct in their statement that 
"identifying and tabulating specific evidences of nervousness produce 
a more objective basis for determining the probable normality of be- 
havior than does the purely subjective method" (p. 67). Yet one 
wonders how valid such a procedure is, not only in respect to the statis- 
tical point I have just made, but in yet another way. Do we, in point 
of fact, have any proof at all that children—or, for that matter, adults— 
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who are “fidgety” are necessarily less well organized personally or more 
likely to succumb to real mental disease than are quieter, less physically 
active individuals? 

(At this point the Biologist, the Psychoanalyst, and the Psychologist 
all started to speak, but the Chairman interrupted.) 

Chairman: Gentlemen, our previous meetings have shown that one 
of the dangers in this type of discussion is that important lines of 
thought may become sidetracked and that our deliberations may lack 
form and continuity. As chairman, I am therefore going to bring the 
discussion back to what seemed to me to start off on an orderly and 
promising line of analysis. We began with a statement of, and a num- 
ber of objections to, the purely statistical concept of normality. Our 
Sociologist then started to offer some sort of alternative proposal. I 
wonder if we might now return to what he was going to say. 

Sociologist: I am glad to have this opportunity to continue, for I 
believe that what I was going on to say is important and that it will open 
up new avenues of thought. 

As we have seen, statistical illustrations of the concept of normality 
are usually drawn from distributions that conform to the well-known 
bell-shaped curve. But we find that in respect to many characteristics 
which are most interesting to students of social behavior, human beings 
form what F. H. Allport and his students refer to as a “J-curve.” Let 
me illustrate this point by means of two diagrams. In the first of these 
(Figure 3-5) is represented the behavior of motorists at a street crossing 
where there was a stop sign. Here it will be seen that 75.5 per cent of 
the motorists came to a full stop and an additional 22 per cent pro- 
ceeded very slowly. Only 2.5 per cent of all the drivers were observed 
to slow down only slightly or not at all. 
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Ficure 3-5. Behavior of 2,114 motorists at corners with cross traffic and with 
boulevard stop signs (after F. H. Allport, p. 228). This heavily skewed distribution 
forms a J-curve. (By permission from Psychology at Work, edited by Paul S. Achilles, 
Copyrighted, 1932, by McGraw-Hill Book Co., Inc.) 
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From data of this kind one gets a new notion of what is “normal.” 
Here it is apparently not so much a matter of the average as of the ideal. 
Here it is less a question of “is” and more a question of “ought.” In 
this type of analysis, the criterion of normality may be subsumed under 
the concept of social conformity. 

That the J-curve is often merely a so-called normal curve that has 
been “pushed out of shape” by the pressure of social rules or laws is 
indicated by my second diagram (Figure 3-6). Here one sees the be- 
havior of motorists at an intersection comparable to the first one 
but where there was no stop sign. Here the distribution of motor- 
ists’ behavior follows the classical statistical pattern. But it is im- 
portant to note that comparatively few of our actions may be said 
to follow the principle of laissez faire; most of our behavior is con- 
stantly impinged upon and shaped by social forces, which may be subtle 
or blatant but are ubiquitous and powerful. The question of conformity 
and nonconformity, therefore, seems to me to be much more central 
to our problem than is the mere matter of averageness, particularly if 
by average we think of being “in the middle,” about equally distant from 
two extremes. In many situations of the type which I have illustrated, 
the extreme position of full conformity is the “normal” one. 
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Ficure 3-6. Behavior of 208 motorists at corners with cross traffic but with no 
stop signs (after F. H. Allport, p. 228). This distribution gives a roughly bell-shaped 
curve. (By permission from Psychology at Work, edited by Paul S. Achilles, Copy- 
righted, 1932, by McGraw-Hill Book Co., Inc.) 


Philosopher: I am not sure I am keeping up with all the technical 
implications of what is being said, but I must say that I like the general 
point of view which has just been suggested. The trouble with sci- 
entists, as it seems to me, is that they are always talking about the facts, 
the bare facts, and have nothing to say about ideals and values. It 
seems to me that the best type of person—who I would say was also 
the most “normal” type of person—is one who is strongly identified 
with the total human enterprise, one who is striving to improve the lot 
of mankind, one who does all he can to contribute to his society and 
make it “go.” 

Lest you be inclined to dismiss this point of view as merely a philos- 
opher's whim, let me cite two psychologists in support of my position. 
Alfred Adler, whom I referred to earlier, has laid great stress upon the 
individual’s relation to mankind as a whole (2). Adler maintained that 
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the crucial consideration in determining human normality is whether 
the individual is an asset or a burden to society and whether he is or is 
not contributing to the progressive development of man. And I also 
find that Robach (36), in his volume entitled Character, has placed a 
similar emphasis upon what he calls “absolute normality,” i.e., the condi- 
tion of being ultimately proved “right” by continuing human experi- 
ence, regardless of how unappreciated or ridiculed one may be at a 
given time or place. 

Anthropologist: I agree that scientists, particularly social scientists, 
cannot afford to keep on indefinitely insisting that science has nothing 
to do or say about matters of value, ethics, ideals. For the last three 
or four hundred years science has been steadily cutting the ground from 
beneath many of the great myths of our race, and yet when the layman 
turns to the scientist and asks, “What shall I believe instead?" the sci- 
entist shrugs and replies, "That's your affair, not mine.” Actually, these 
matters of ethics and value are of vital, everyday concern to men and 
women, and we social scientists and psychologists are not going to have 
a really adequate theory of the self or of society, nor are we going to be 
of much practical use until we are willing to come to full grips with 
these so-called “problems of value.” 

I have some views as to how this can be done, but they would take 
us too far afield for present purposes. What I particularly want to 
point out now is how tenuous is the basis just offered as a criterion of 
normality. What about stupid laws, which it is one's moral duty to 
oppose and defy? Where would the world be without the radical, the 
innovator, the reformer? As Shaw has suggested (albeit a little whimsi- 
cally), even the criminal may have social utility. Social customs and 
laws have to be changed from time to time; imagine what would happen 
if we took slavish conformity as our ideal. And to make my point in a 
different way, suppose you have a person reared in one society who then 
goes to another society, a society with a very different culture. You 
can hardly expect such a person suddenly to become a very different 
sort of individual the moment he crosses the frontier into the new 
country, and yet if he doesn't, he will, by this definition, suddenly be- 
come “abnormal.” At any given time there are always thousands of 
foreigners here in America, and do we look upon them as abnormal 
just because they have different ideals and standards? And what about 
the easily conceived case in which a whole culture may be said to be 
unhealthy, abnormal? Conformity in this case may insure abnormality, 
not normality. 

Philosopher: I am not prepared to defend conformity as the ultimate 
basis of normality. I think personal consistency is a more valid guide 
than conformity per se—but I do want to say how opposed I am to one 
thing the preceding speaker has just said. He says we ought to oppose 
stupid laws by disobeying them. This is a point of view which I think 
has done a great deal of harm. We have ways to change laws in this 
country if they don’t work, and this is not done by disobeying them. In 
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my judgment the most effective kind of "radical" is a man (or woman) 
who has made all the renunciations that his society asks him to make, 
has accepted his full share of personal and social responsibility, and 
then steps forward to make his criticisms. The trouble with most self- 
styled radicals is that they are immature, irresponsible individuals who 
don’t want to grow up and who cavil against society instead. Lenin 
obviously had this in mind when he said that the curse of a revolution- 
ary movement is that it always attracts as followers a lot of people who 
are still adolescent in their mentality and social outlook. And I suspect 
that something of a similar nature might be said about neurotics, al- 
though I am not sufficiently informed technically to be more explicit 
on this point. 

Theologian: I feel a little lost in this discussion, but there is one 
thing I should like to say. Traditionally, we theologians haven't been 
much concerned with the concepts of normality and abnormality; we 
have instead been preoccupied with the problem of good and evil. Yet 
I feel that the two things are not unrelated. It may be true that some 
of our most revered and inspired religious leaders have been "abnormal" 
in terms of modern psychiatric standards; but I can't escape the con- 
viction that there is an important connection between what we theolo- 
gians mean by goodness and virtue and what you scientists are trying 
to get at in this discussion of so-called normality. In my long experi- 
ence with people in my parish, I have repeatedly observed that happy 
people are, in the main, the good, virtuous people. 

It will be clear to you that what I have just said was suggested by the 
preceding discussion of the problem of conformity. We theologians 
agree with the sociologists and others about the importance of con- 
formity as a basis for normality and happiness; but the issue is, con- 
formity to what? You scientists say conformity to the standards and 
ideals of one's social group; we say conformity to the Will of God. And 
I naturally believe we are in the right. 

Anthropologist: Actually, there is less difference between the two 
points of view than one may at first suppose. The student of compara- 
tive sociology soon comes to see that for any given people the Will of 
God (or gods) is simply the most basic and oldest edicts of culture. 
But it makes a great deal of difference how one interprets what, in the 
final analysis, is one and the same thing. Without going into the point 
at all fully, let me merely remark that it seems to me that some of our 
most distressing social and personal difficulties today come from the 
fact that a lot of people still think of moral law, ethics, and values as 
completely pre-established by divinity. The fact is, as we read it from 
the records of man’s history, that morality and ideals have been slowly 
and painfully evolved, and many of our present difficulties stem pre- 
cisely from the fact that morality and ideals have not, in certain re- 
spects, yet evolved far enough. I am thinking particularly of our need 
for a "new morality," leading to the prevention of war, in the interna- 
tional sphere; but other examples could also be given. So long as we 
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think that all wisdom and virtue have already been revealed to man, 
just so long will we fail to come to realistic grips with some of our most 
urgent developmental problems. 

Lawyer: I should perhaps stay out of this, but I want to remind the 
theologians how little help formal religion has been to us in our at- 
tempts to understand the problem of abnormality. Only a little while 
ago the theologians were telling us that men and women go mad because 
they become possessed of devils; and even more recently they were 
agitating their congregations to persecute as “witches” poor women 
whom we now know were merely neurotic, eccentric, or perhaps merely 
more honest than most people. The saints, on the other hand, were 
supposed to be individuals who had achieved a particularly close com- 
munion with God; but if I am any judge of the situation, a lot of them 
were just as crazy as the people who were said to be witches or possessed 
of devils. 

Psychoanalyst: I don't believe what has just been said is quite fair 
to the theologians. Granted that there is some justification in the criti- 
cism of religion on this score, the fact remains that through the ages 
it has been the theologians, more than any other group, who have been 
concerned with the problem of anxiety and neurosis. I think it may 
interest this group to know that although Freud was not a man who was 
particularly friendly to formal religion, yet he clearly saw that the medi- 
eval religious conception of neurosis was actually not so very different 
from the conception which he urged. In a paper entitled, “A neurosis 
of demoniacal possession in the Seventeenth Century,” Freud (15) 
makes the following remarks: 


Despite the somatic ideology of the era of “exact” science, the 
demonological theory of those dark ages has in the long run justified 
itself, Cases of demoniacal possession correspond to the neuroses of 
the present day; in order to understand these latter we have once more 
had recourse to the conception of psychic forces. What in those days 
were thought to be evil spirits, to us are base and evil wishes, the 
derivatives of impulses which have been rejected and repressed. In 
one respect only do we not subscribe to the explanation of these 
phenomena current in medieval times; we have abandoned the pro- 
jection of them into the outer world, attributing their origin instead 
to the inner life of the patient in whom they manifest themselves 


(pp. 436-437).* 


Chairman: There are several members of our group who have not 
yet spoken this evening. I wonder if I may call upon some of these 
gentlemen. I would personally be much interested in hearing, for ex- 
ample, what the biologists have to say about our problems. 

Biologist: We biologists seem to have two related yet by no means 
identical conceptions of normality. King (21), writing in the Yale 


4 Quoted with permission of the Hogarth Press, London, publisher of S. Freud’s 
Collected Papers, Vol. IV (1934). 
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Journal of Biological Medicine, has recently suggested (though the 
underlying notion can easily be traced back to the Greeks) that the 
term “normal” should be used in those instances in which functions 
are in accordance with the design, or pattern, of the reacting structure and 
that this usage should be maintained without reference to whether 
these instances are or are not statistically common. Thus he proposes 
a “pattern norm” rather than a “pattern mean.” Here the emphasis 
is obviously upon an organism’s (or machine’s) functioning as it is 
supposed to, according to its design. Or, to put the matter a little dif- 
ferently, one can say that normality is a question of efficiency. 

The other notion of normality which one is likely to encounter in 
biology is that of survival. Some biologists say that whatever contri- 
butes to survival is normal and that whatever works against it is ab- 
normal. Following Darwin, we often use the term adaptive to describe 
behavior which is conducive to survival; and I notice that psychologists 
also often use this term, although I cannot be sure whether it is with 
precisely the same meaning. 

Now that I think of it, there is still another notion which one com- 
monly encounters in biological thinking—or perhaps I should say it 
is merely a way of making at one and the same time both of the points 
I have just mentioned. I refer here to the concept of normality as 
equilibrium, or balance. Cannon’s (5) theory of homeostasis is a good 
example of balance at the physiological level. From a more general 
and somewhat philosophical standpoint, Raup (35) has written about 
much the same idea under the label of complacency. I am not able to 
judge the relevance of these conceptions of normality for our present 
discussion, but I note that those who are most concerned with the 
problem of personal, or psychological, normality often use the term 
“balance,” as, for example, when they speak of a person being “well 
balanced,” or “off his balance.” 

Physician: I think the biologists give us some good leads, and I would 
like to push the same line of reasoning a little further by pointing out 
that the problem of personal normality is really a question of health. 
This point of view is tacitly recognized by the common use of the term 
“mental diseases.” And it seems to me that the concepts of normality 
that hold in biology and medicine, for the body, are equally valid in 
the field of psychiatry. 

Lawyer: I have no technical training in psychology or psychiatry, but 
my professional practice brings me into contact with a lot of pretty 
basic human problems and attitudes; and I want to say that for all the 
efforts of the medical profession to get personal abnormality looked 
upon benevolently, as mere illness, I don’t think that these efforts have 
succeeded, or are likely to. Most people are still inclined to look upon 
madness (save where it has a clearly organic basis, and to some extent 
even then) as a moral failure, not as an accident or misfortune, such as 
catching mumps, which “might happen to anybody.” 
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Physician: May I remind the preceding speaker that shame is likely 
to accompany many human afflictions other than those of mental dis- 
order? Take, for example, leprosy or tuberculosis, to say nothing of the 
venereal diseases. 

Biologist: Let me try to restate what I was saying a moment ago. I 
said that biologists—and probably most physicians also—are inclined to 
say that an organism or machine is functioning normally if it is doing 
what it is supposed to do, working in the way it was made to work. In 
other words, one can say that behavior is normal if it's natural. It 
would seem, therefore,— 

Anthropologist: The simplicity of such a formulation is certainly at- 
tractive, but I must point out its unsoundness as far as our present 
problem is concerned. Kroeber (23), Murdock (29), Opler (31, 32), 
and others have shown that one of man's most distinctive character- 
istics is that he solves problems by means of culture rather than by 
means of organic specialization. Thus, for example, the only infra- 
human organisms that can fly are ones which have, over millions of 
years, evolved wings; whereas man, through knowledge, skills, and in- 
ventiveness, has been able to make a machine in which to fly, without 
any change in himself save that subtle type of neural change which we 
call learning. 

Now the import of what I have just said is this. It may be possible 
to use the structure of lower animals as at least a partial basis for de- 
termining what kind of behavior, or functioning, is "normal" for them; 
but this criterion breaks down at the human level. It is true that the 
nature of man's body puts certain limitations on what he can and can- 
not do; but a part of man's body, namely his nervous system, is so 
highly plastic that it gives him a phenomenal range of behavior poten- 
tialities. To put the matter somewhat paradoxically, but nonetheless 
truly, we may say that the human nervous system is specialized in non- 
specialization. Save in terms of almost meaninglessly broad limits, it 
is idle to try to define what is humanly normal on the basis of structure. 
If “normality” has any meaning as applied to behavior at the human 
level, it is in terms of human culture, not anatomy. 

Chairman: That line of argument strikes me as a telling one; and I 
predict that we will find it useful in our further deliberations. However, 
I am sure there are probably a number of equally fundamental ideas 
which have not yet been brought out. Although our psychoanalyst has 
already spoken briefly, there is undoubtedly much more that he, for 
example, could tell us about the problem of normality. 

Psychoanalyst: Well, I believe there are at least two things which I, as 
a representative of the analytic group, ought to mention. You will 
certainly not be surprised if the first thing I suggest is the tole of the 
“unconscious” in the determination of abnormality. As a colleague of 
mine recently put the matter, if a person’s motives are mainly con- 
scious, he is normal; but if they are mainly unconscious, he is abnormal. 
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This, of course, is just another way of saying that, although some degree 
of repression may be inescapable in civilized existence, the too extensive 
occurrence of repression is sure to cause trouble sooner or later. By the 
same token, therapy consists of the release of repressed motives into 
conscious awareness, and is accompanied by what we call “insight.” 

My second point is this. One of the most distinctive features of the 
neurotic individual is what clinicians almost universally term “dispro- 
portionality of affect.” Our analytic theory of this phenomenon, in its 
simplest form, is that the individual learns as a child to be afraid of 
certain things which, in childhood, it is entirely appropriate that he 
should fear, as, for example, the power and authority of his father. But 
if an individual continues to have these same fears as an adult when 
his life circumstances are very different, we then speak of neurosis. 
In this connection we also use the expression, “over-determination” of 
behavior, but if I attempted to explain this concept I would not add 
anything fundamentally new to what I have already said. 

Psychologist: As some of you probably know, a lot of psychologists 
have been interested in trying to “integrate” psychoanalytic concepts 
with some of our commonly accepted psychological principles. In con- 
nection with the last point, for example, many of us would say that it 
is a question of the individual’s having generalized certain attitudes and 
habits from childhood into adult life, without having been able to make 
the requisite discrimination, i.e., without seeing that the situation is 
now different (19). 

Psychiatrist: 1 don't follow a lot of this new thinking—I am a practi- 
cal man and have to do things, not just speculate about them. I am 
inclined to agree with my colleagues, Cobb (6), Darrah (7), Hacker 
(18), Jones (20), and others when they maintain that, in theory, there 
just is no such thing as a normal man. And for similar reasons there 
is no clear-cut way in which one can differentiate a so-called abnormal 
man from a so-called normal one. I have been connected with mental 
hospitals for nearly thirty years, and for every species of craziness you can 
find in such an institution, Ill find the same one or another in people 
who are at large. The long and the short of it, as far as I am concerned, 
is that “abnormal” people are simply people who manage their relation- 
ships with other persons in such a way that these other persons are highly 
motivated to “get them out of the way,” whereas “normal” people do 
a little better. 

Neurologist: There is a study? conducted at the Wakefield Mental 
Hospital, which suggests that the normal brain differs from the ab- 
normal brain in the actual number of functioning cells in the two areas 
of the cortex, namely, the infragranular layer and the supragranular lay- 
ers. The more nearly normal the brain, the wider the supragranular 
layer and the narrower the infragranular layer. I am not sure how good 


5 The details of these studies, conducted in England by Drs. G. A. Watson and 
J. Shaw Bolton, are discussed in R. J. A. Berry and R. G. Gordon, The Mental 
Defective (New York: Whittlesey House, McGraw-Hill Book Co., Inc., 1931). 
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the controls were in this study, and I mention it, not because I think 
it is definitive, but merely as a means of indicating how nearly inex- 
haustible are the criteria according to which one can approach this 
problem of normality. I wonder, in fact, if it isn’t desirable to let each 
professional group approach it from whatever standpoint is best suited 
to the needs of that group, and if it isn’t something of a waste of time 
to try to agree upon any more general criteria. 

Biologist: I don’t at all feel that our discussion has been a waste of 
time this evening, but I am wondering if we will get much further than 
we already have if we continue to use the same method of approach. 
As a biologist I tend to be interested in generalizations and principles 
that are broader than individuals and, at the human level, also broader 
than particular societies and cultures. Our neurologist has just sug- 
gested one way in which we might get a universal basis for talking about 
abnormality, and I wonder if there aren’t other possibilities. 

Chairman: One hears a good deal these days about “learning theory.” 
I wonder if that would offer any hope of a solution. 

Psychologist: One hesitates to push his own specialty too hard in a 
group like this, but I think that learning theory does indeed offer some 
important possibilities in this connection. I can’t say that I, personally, 
have ever attempted to think through the problem of personal nor- 
mality in terms of the principles of learning; but I believe it would be 
well worth trying to do so. However, I am afraid the task would be 
tather complicated. 

Anthropologist: I want to enter a vigorous demur concerning this 
suggestion that we may be able to solve the problem of normality and 
abnormality in terms of universals. It is perfectly evident to me that 
normality and abnormality vary enormously from one culture to another, 
and in the same culture through time; and I, for one, am afraid of any 
attempt to set up criteria or standards for all mankind. This is a plural- 
istic world, and different peoples differ. Who is to say that one is right 
and the other wrong, the one normal and the other abnormal? Remem- 
ber that the Nazis thought they had a universal set of human standards. 
And I want to point out that in their zeal as missionaries, members of 
our own society have done some things which are just about as deplor- 
able. We have gone into simpler societies which were functioning very 
well and started a campaign to undermine the native culture. All too 
often we have succeeded, but how often—and here is the tragedy—have 
we been willing to accept our "converts" into our own society and way 
of life on an equal footing? 

Psychologist: I believe you have missed the point of my last sugges- 
tion. In general terms, I agree with all you have just said, and there is 
nothing in my remarks which is in the least contradictory. I fully agree 
that, as a result of their particular socialization, human beings often 
learn quite different things; but, so far as we know, the basic principles 
governing human learning are the same the world over. We differ, in 
other words, in what we learn but not in how we learn. 
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Biologist: That sounds right to me. You fellows in the social sciences 
don’t get down to biological bedrock as often as I think you ought to. 
But I wonder if there isn’t another way, in addition to that offered by 
learning theory, of tackling this problem. I cannot claim to know very 
much about psychoanalytic theory, but I am favorably impressed by it 
in terms of the little I do know and am wondering if it does not give us 
some leads for getting out of our present difficulty. 

Chairman: I notice a number of approving nods in response to what 
the last speaker has just said, and if there is no objection I will take it 
as the will of the group that at the next meeting, a week from tonight, 
we shall renew our attack upon the concept of normality but from the 
more systematic and restricted standpoints of learning theory and 
psychoanalytic theory. 


I 


Chairman: From our discussion of last week it became evident how 
complicated and many-sided is the problem of personal normality. I 
shall not attempt to summarize the many different points of view which 
were expressed at that time, except to say that for every way of looking 
at the problem which was put forward, one or more seemingly valid 
objections could be advanced. The only prospect of reaching any degree 
of uniformity in our thinking which emerged was that of identifying 
certain universal attributes of human beings and trying to resolve our 
problem in terms of them. It was agreed, you will recall, that at our 
meeting this evening we should explore first the psychology of learning 
and then see what psychoanalytic theory might have to offer in this con- 
nection. I wonder if we may therefore ask our psychologist to start 
the discussion. 

Psychologist: I find myself somewhat embarrassed on three counts. 
First of all I must confess, before you point it out to me, that there is by 
no means universal agreement among psychologists as to what the uni- 
versal principles of learning are. Nor have learning theorists been 
primarily concerned with our problem here tonight. I think both these 
points can be demonstrated by a reading of Hilgard’s ® discussion of the 
subject. You will therefore have to forgive me if I am slightly arbitrary 
and simply present what I personally believe to be the best-established 
concepts and principles in this field. My third reason for being a little 
uncomfortable about my role this evening is that in order to get across 
enough information for it to be of any real help to us, I shall have to 
speak at somewhat greater length than is customary in our group. 

To begin with a general statement about the history of learning 
theory, one can say that there have been three great streams of thought 
in this connection: associationism, hedonism, and rationalism. These 


6 The reader can obtain a summary account of the learning theories developed by 
E. R. Guthrie, C. L. Hull, K. Lewin, B. F. Skinner, E. L. Thorndike, E. C. Tolman, 
and others in E. R. Hilgard's Theories of Learning (New York: Appleton-Century- 
Crofts, 1948) —Eds. 
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terms will immediately be familiar and meaningful to you, in a general 
way, so I shall proceed to speak about the contemporary, technical state 
of each of these three types of theory. 

Modern thinking and research concerning associationism tends to be 
couched in the jargon of “conditioning.” This, you will recall, is a 
method of investigation which the Russian physiologist, I. P. Pavlov 
(33), developed for investigating what he called the “physiology of the 
highest nervous centers.” In essence, it involves presenting to the 
subject (Pavlov worked mainly with dogs) some initially neutral stim- 
ulus, such as a buzzer or a light, which is then followed by a stimulus 
which can be relied upon (either reflexly or through prior learning) to 
produce some specified response. For example, in much of the work 
done in Pavlov's laboratory, the signal, or “conditioned stimulus,” was 
presented and then shortly followed by food. The food would prompt 
the subject (if hungry) to respond by salivating and eating. The result 
of this procedure was that, after a few paired presentations of signal 
and food, the subject would begin to salivate to the signal alone. 

This kind of learning has sometimes been called “stimulus substi- 
tution,” and it is easy to see the aptness of this expression. The con- 
ditioned stimulus becomes, in a very literal sense, a substitute for the 
unconditioned stimulus in that it produces much the same reaction as 
the unconditioned stimulus. Or, to put the matter a little differently, 
the subject acts as if the CS were the UnCS. We say that the CS 
(buzzer) has come to mean, or stand for, the UnCS (food). 

Although associative learning of this kind has certainly been known 
for a very long time, it was Pavloy who introduced a method for its 
precise, quantitative investigation; and so great was the enthusiasm with 
which this method was received by researchers the world over that, in 
their enthusiasm, they seem to have overextended the method. They 
began to experiment, not only with the salivary and other glandular 
responses, but also with skeletal responses. They found, for example, 
that if one sounds a buzzer and then shocks a dog on the forepaw in such 
a way as to elicit a flexion of the leg, after a few paired presentations of 
this kind the dog will flex the leg to the buzzer alone. Here, ostensibly, 
was another example of conditioning. But this inference has introduced 
no end of confusion. We now know that the thing the dog learns first 
in a situation of this kind is to be afraid when the buzzer sounds; this is 
certainly conditioning. But we also know, or at least strongly suspect, 
that paw-lifting (and many other things an animal may do in a situation 
of this kind) occurs, not directly in response to the conditioned stimulus, 
but rather as a reaction to the fear which the CS produces. 

On the basis of a great deal of work which I can't begin to review 
here, it is becoming increasingly clear that conditioned-response learning, 
properly speaking, is always restricted to responses of the visceral and 
vascular tissues, which mediate the various so-called "emotions" and are 
produced by the autonomic nervous system. Skeletal responses, on the 
other hand, are learned on another basis. 
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This now leads us to a discussion of the second great principle of 
learning. Hedonism, as you all know, is the theory that, as Jeremy 
Bentham put it, “we are propelled by pleasure and repelled by pain” (4). 
Contemporary thinkers who may be said to follow in this stream of 
thought put the matter a little differently. They say that living or- 
ganisms experience discomforts, or “drives,” are thrown into activity by 
these drives, and tend to remain active until some response is made 
which terminates the drive-state, or motivation. We know incontro- 
vertibly that a response which “solves a problem” tends to get reinforced, 
or learned, in the sense that it will be more likely and quicker to recur 
when the problem which it has previously solved recurs. 

You will, of course, be likely to think of E. L. Thorndike as the person 
who has worked most extensively with learning of this kind and who has 
popularized the term, Law of Effect, to characterize it (39). But there 
are literally hundreds of other investigators who also know that this type 
of learning is a genuine phenomenon and who, in a general way at least, 
subscribe to Thorndike's views. 

But here again there have been some oversights which have caused 
a great deal of confusion. For example, most demonstrations of the 
Law of Effect have been carried out with subjects (mainly infrahuman 
animals) which have been motivated by primary drives, e.g, hunger, 
thirst, pain, or fatigue. What has been commonly overlooked is the fact 
that the Law of Effect is also valid in the area of emotional problem- 
solving. We now know that a living organism will learn a given response 
or type of behavior quite as readily to the drive of fear as to that of 
hunger. In fact, we may even say that at the human level most of our 
problem-solving is directed at emotional problems, or secondary drives, 
rather than at the primary drives, which we manage to keep pretty well 
satiated most of the time. 

There are other sources of misunderstanding which might be dis- 
cussed, but you will find these rather fully dealt with in the technical 
literature (28) and we need not consider them here. 

In short, then, we see that research with animals has shown that there 
are two great learning processes, conditioning and problem-solving; and 
there is abundant evidence that these processes occur in human beings 
no less than in the simpler organisms. But there are many writers, 
especially those with a more philosophical turn of mind, who have never 
been content with these two theories as a sufficient basis for explaining 
human behavior, either at its best or at its worst. These persons have 
insisted that there is a factor, or faculty, of rationality which must be 
prominently considered, and they have maintained that neither con- 
ditioning nor problem-solving, as such, accounts for rationality. 

Some of the persons who are the loudest in their protestations on this 
score are persons who are simply unaware of what the principles of 
conditioning and problem-solving really imply, and they don't wish to 
sully—or, as I should prefer to say—discipline their minds by becoming 
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fully informed on these scores. However, I should like at once to say 
that I admit that there is some justification in these reservations concern- 
ing learning theory. Those of us who are technically engaged in the 
study of learning have not, I think, devoted nearly as much time and 
thought as we should have to the problems and functioning of the 
"total personality," if I may use that hackneyed expression. 1 admit that 
there is a good deal more to human experience than our theories seem to 
imply, but I believe that we shall ultimately come to a real understand- 
ing of the quintessence of human personality only if we build slowly 
and securely upon basic principles which can be established by the tested 
methods of scientific inquiry. If we continue trying to understand man 
in a global molar manner, I can only foresee confusion being com- 
pounded with confusion (26). 

Let me now try to draw together the implications of my remarks for 
our discussion of the problem of personal normality and abnormality. 
I should like to suggest, first of all, that the normality-abnormality prob- 
lem—or, if you prefer, the problem of rationality and irrationality—stems 
from a deep-seated conflict between the two forms of learning which I 
have just discussed, namely, problem-solving and conditioning. Note 
that problem-solving predisposes the individual to behavior which, by 
definition, solves his problems, makes him comfortable, gives him 
satisfaction and pleasure, whereas conditioning works in exactly the 
reverse manner. Through problem-solving behavior, the individual 
lessens his drives, whereas conditioning brings new drives into existence 
or intensifies old ones. It is through conditioning that fears, resent- 
ments, appetites, and other emotions are acquired; and if they are any- 
thing, they are "problems," psychologically speaking. 

Psychoanalyst: ‘There is something in what you are saying which is 
reminiscent of the distinction which Freud (14) made between the 
"pleasure principle" and the "reality principle." I wonder if you would 
agree that there is a similarity. 

Psychologist: Yes, indeed. I think my main point is even recognized 
by the man in the street when he speaks of a neurotic or psychotic as 
“self-centered” and “unable to face reality." In fact, I was surprised that 
in the course of our discussion last week no one made any reference to 
the ability to “face reality" as an important, perhaps the most important, 
attribute of the normal, mature individual. Perhaps the difficulty was 
that we didn't know quite how to put this notion precisely. Here I think 
our survey of learning theory may be helpful. The “ability to face reality" 
is, I believe, the ability or willingness to expose oneself to such condi- 
tioning as is essential (a) to the physical survival of the individual and 
(b) to his social and ethical development. This ability or willingness 
has to be learned, at least in the case of human beings; and it has to be 
learned on the basis of the Law of Effect. And here is where the para- 
dox lies and the trouble begins. In order for a human being to be 
regarded as “normal” in any society, he must have learned that the best 
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way to safeguard his comfort and well-being in the long run is to “face 
reality,” i.e., to expose himself on occasion to present hardship or suffer- 
ing as the surest way of insuring future survival and satisfaction. 

To the extent that lower animals may be said to behave in this far- 
sighted manner, they do so on a predominantly instinctual basis. But 
man, having been largely freed from the rigidity and fixity of instincts, 
has to learn “wisdom and virtue,” either through education or through 
experience. In either case, it is hard to reach the point of being able 
to give up a sure and immediate gratification for a remote and perhaps 
uncertain one. 

An earlier speaker referred to abnormality as “moral failure,” and 
pointed to the social opprobrium that abnormality so commonly causes. 
If he is willing to define the “moral problem" as I have just done, I 
think I would agree with him entirely; but we ought to be sure we sce 
all the implications which such a view has. It repudiates the concept 
of normality as mere averageness and makes it a matter of an ideal— 
full manhood and womanhood are difficult of achievement in any and 
every society, and the “abnormal” person is the one who hasn’t “made 
the grade.” 

Philosopher: You would surely be surprised if I, as a philosopher, did 
not agree with what our psychologist has just said. I am not sure what 
his fellow psychologists will have to say about his analysis, but it will 
find good precedent in the thinking of many philosophers. For example, 
some years ago R. B. Perry published an important book, called General 
Theory of Value (34), in which he suggested that an action or object 
may be valuable or efficient, in any of three frames of reference. An 
action is valuable if it helps the individual to survive, i.e., if it is adaptive. 
An action is valuable if it helps the individual to experience pleasure, to 
become more comfortable, i.e., if it is adjustive. And, finally, an action 
is valuable if it helps the individual to reconcile, harmonize, unify the 
competing, conflicting demands which are made of him, i.e., if it is 
integrative. I was reminded of these three frames of reference, these 
three value-systems, by the remarks of the preceding speaker concerning 
what he referred to as associationism, hedonism, and rationalism. Al- 
though the parallelism is not perfect, yet it is noteworthy that in asso- 
ciative learning the emphasis is upon survival, or adaptation; in hedon- 
ism it is upon comfort, adjustment; and in integration it is upon the 
highest kind of mental activity, or rationality. 

But what does all this have to do with the problem of normality? 
The answer, I think, is implicit in what our psychologist has already 
said. The discussion last week made it evident that the problem of 
normality cannot be settled statistically but must rather involve the 
concept of efficiency, a goal, an ideal. But last week we did not come 
to grips with the question: Efficiency for what? What I have just been 
saying seems to me to provide a possible answer. There are three great 
frames of reference in which a given action may be said to be efficient 
or inefficient, or, if you will, normal or abnormal; one can even say, 
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good or evil. In the first of those frames of reference an action is ef- 
ficient if it promotes the survival of the individual (and, we may add, 
the perpetuation of his species). In the second, an action is efficient if 
it gives pleasure, provides comfort. And in the third frame of reference, 
an action is efficient if it is ethical, or integrative; and by "integration" 
I mean the process whereby conflicts, of both a personal and interper- 
sonal nature, are reconciled and the basis laid for individual happiness 
and social solidarity. One of the principal reasons, I suspect, why our 
discussion last week appeared to be getting nowhere was that we were 
not clearly differentiating between these three frames of reference, and 
it was for this reason that whenever one person proposed a definition of 
normality, or "efficiency," in terms of one frame of reference, someone 
else, by jumping to another frame of reference, could always find what 
seemed like a compelling objection. 

Sociologist: It seems to me that there may be a good deal in what 
you say, but, as philosophers are wont to do, you've put the discussion 
up on a high plane of abstraction. Can you make what you have just 
been saying more concrete and specific? 

Philosopher: I am not sure that I can, but I will try. Let me first 
say, however, that I don't feel that I need be apologetic for the philoso: 
pher’s tendency to translate problems into rather abstract terms: this 
is the only way in which we sometimes succeed in solving what other- 
wise seem to be hopeless dilemmas. 

But to try, now, to do as our sociologist has just suggested, I shall 
have to get out of my field of professional competence; but if I err 
some of you will be able to correct me. From my rather cursory famil- 
iarity with psychological and clinical literature, I gather that it is 
commonly assumed that abnormality, or psychopathology, always in- 
volves conflict, but that conflict is not necessarily pathological. In other 
words, there can be normal conflict as well as abnormal conflict. What 
is the deciding criterion? 

I suppose there can be and sometimes is conflict in human beings 
between the mechanisms which tend to insure man's physical survival 
and the mechanisms which dispose him to act in such a way as to make 
himself comfortable. In a book which I happened to be browsing in 
recently (25) I noticed that the point was made that in most instances 
actions which are adjustive are also adaptive, and that only in relatively 
rare instances is there any discrepancy. The case of a person who ate 
food that tasted all right and satisfied hunger but which was poisonous 
and killed the eater or made him very ill was given as an instance of this. 
But I doubt that it is conflicts of this kind that lay the basis for what we 
call abnormality. 

I believe, rather, that it is only when we get to adjustment and in- 
tegration that the plot thickens and the broth begins to boil, if I may 
mix my metaphors. Man's quest for comfort has taught him that in 
many situations the best way to be comfortable, in the long run, is to 
forego the possibility of comfort, or pleasure, at the moment. But 
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this has always been a hard thing for man to do. It is, in a word, the 
moral quest, the ethical struggle—a quest, a struggle which man has 
never been able either to abandon or to master. And it is in this area 
that I, like the psychologist, think we shall find the cue to neurosis and 
to the symptomatic behavior which we term “abnormal.” 

This thought has been neatly phrased in a manner quite devoid of the 
philosopher’s ponderous touch, in an extraordinary book entitled, Man: 
An Autobiography, which appeared a few months ago (37). In it the 
author remarks: 


Some other qualities of the individual I would infer to be very old 
because I have been trying for centuries to get rid of them, and yet 
I have them just as much as ever, if not more—pride, vanity, envy, 
hypocrisy, gluttony, and indifference to the suffering of others. On 
the contrary, there are some qualities which I have always been trying 
to develop and which I never get the hang of: for instance, self- 
restraint, foresight, and placidity. I am simply not in the class of the 
beaver or elephant or honeybee. Even the cat fills me with admira- 
tion and wonder at her patience before a mouse hole. I am more nearly 
of the grasshopper's persuasion (p. 61).* 


Now I am really little more than a layman when it comes to the 
technical aspects of psychology and psychiatry, but I have a strong 
conviction that, philosophically, there is something seriously wrong with 
the modern conception of neurosis and its treatment. In keeping with 
the three frames of reference which I described earlier, we seem to find 
people questing for happiness in three different ways: through long life 
and good health (adaption, survival); through the pursuit of pleasure 
(adjustment, tension-reduction); and by trying to become mature, ade- 
quate persons (integration). Human history seems to show that per- 
sons who spend much of their time thinking either about health or 
pleasure usually end up with little of either. Most men—at least most 
men whom we are likely to look upon as having achieved some sem- 
blance of wisdom—seem to have concluded that "pride of character" is 
a much sounder guide to happiness and personal normality. This is 
a point of view which seems to have been largely lost sight of in recent 
decades. I wonder if our psychoanalyst can carry this line of thought 
any further? 

Biologist: I, too, should like to hear what the analysts have to say in 
this connection; but may I interrupt with only one question? May I 
ask our philosopher if we are to conclude that, since the normality- 
abnormality problem, in his judgment, hinges upon what he has called 
the "ethical struggle," and since this is a struggle which individuals in 
every society have to face, we thus approach a universal conception of 
normality and abnormality and escape from some of the difficulties into 
which we got last week? 


7 Quoted with permission of Random House, Inc., publisher of G. R. Stewart's 
Man: An Autobiography (1946). 


3] WHAT IS NORMAL BEHAVIOR? 81 


Philosopher: That is certainly in line with my own thinking. And I 
should like to add that, if my more or less intuitive judgment is any 
guide in the matter, the solution to the problem of neurosis lies in the 
direction of conquest of the moral problem, not in the abandonment 
of it, as I believe is at least implicit in the minds of some of our modern 
psychotherapists. 

Chairman: These last remarks seem to me to make it more incumbent 
than ever upon our analyst to speak. You will recall, moreover, that last 
weck we planned, in any event, to spend a portion of this evening dis- 
cussing his specialty. 

Psychoanalyst: I ought to say, first of all, that Freud often insisted 
that psychoanalysis was a science and that it did not lead to any partic- 
ular philosophy of life (13), but at the same time his writings often 
had an unmistakable philosophical tinge (12); and I confess some 
sympathy with the point of view which has just been expressed, to the 
effect that you can't have an adequate theory of personality or an effi- 
cient technique of therapy unless you are willing to come to grips with 
the ethical problem (27). I will leave it to you to judge how well 
psychoanalytic theory meets these needs, and will confine myself, at 
least for the time being, to a purely expository role. 

Last week I gave two criteria which analysts believe to be important 
in the identification of neurosis. This evening I don't propose to say 
anything very different, but I should like to put it in a different way. 

At an early point in his career, Freud saw that anxiety was the crucial 
problem in neurosis, and he succeeded in making the whole world real- 
ize that it is futile to treat a so-called abnormal person solely on the 
basis of his symptoms. Consequently Freud thought and wrote a great 
deal about the problem of anxiety, and I shall try briefly to indicate his 
major contributions in this connection. ( ; 

Freud’s first theory of anxiety was published in a series of papers 
(9, 10, 11) which appeared between 1892 and 1896. ‘The essence of 
this theory was that when there is sexual frustration and repression in 
the life of the individual; sexual tension, or “libido,” builds up to 
such an extent that it erupts, as it were, into the consciousness of the 
individual but is experienced, not as lust or passion, but as anxiety. 
Freud said, in fact, that it was as if the sexual impulses were thus 


“transformed” into anxiety. It followed as a corollary of this theory 


that psychotherapy should attempt to help the individual accept his 
own pen puli as a part of himself and to find satisfactory outlets 
for them. 


Freud's second theory of anxiety, which came to complete expression 
was in some respects much the same as the 
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which a form of gratification is found, a "fixation" is established, a 
"habit" formed. But this habit, or adjustment, is likely to be socially 
disapproved; and representatives of the child's society, usually in the 
form of his parents, “crack down” on him, punish him. The result is 
that the child, again in the words of our psychologist, becomes condi- 
tioned, i.e., when the child starts to do the forbidden act, the fear of 
punishment is aroused. This fear is likely to be stronger than the original 
impulse, with the result that when the fear is aroused the child is likely 
to become more intent upon reducing the fear than upon gratifying the 
original impulse. Obviously, the most direct way to reduce the fear 
is for the child to inhibit the contemplated action, i.e., resist the “temp- 
tation,” as we are likely to say. 

Thus far we have only a theory which accounts for the inhibition of 
an overt action, a theory of what Freud was likely to refer to as “supres- 
sion." In this situation the individual is still aware of the original im- 
pulse, but he decides not to act upon it, not to gratify it, at least not in 
the way which has previously got him into trouble. But suppose, now, 
that the child tries other ways of satisfying his needs, and that every 
time he seems to find a solution, that, too, gets him into difficulty with 
his elders. Eventually he may decide that it is not a question of some 
ways of solving his problem being wrong and others being all right. It 
is rather that any gratification whatever of certain impulses is wrong, 
and from this it is but a short step to the conclusion that the impulse 
itself is "wrong." 

I don't mean to say that the child necessarily reasons it all out in 
just this way. Perhaps a more accurate way to put it is to say that 
eventually the child gets to the point that he is afraid, not simply when 
he contemplates a given action, but whenever he even experiences the 
underlying impulse or need. At this point, says Freud, something 
momentous and, in a way, monstrous often happens: as a means of 
escaping from the fear that the impulse always arouses, the child repudi- 
ates the impulse, represses it, denies it access to consciousness. This 
strategy, which may be carried through with an admixture of conscious 
and unconscious elements, often provides a temporary, sometimes a 
surprisingly durable, state of peace within the individual. Freud be- 
lieved, however, that a repression is always maintained at a certain cost 
to the individual, and that in times of crises it is likely to give way 
altogether. Whenever the repression is weakened and there is a danger 
that it will be abrogated, whenever there is danger of what Freud 
termed "a return of the repressed,” then one experiences anxiety; and 
it is anxiety, according to Freud, which starts human beings to behaving 
in those self-defeating, vicious circles that we call neurosis or abnormal- 
ity. 

Neurologist: I think I follow what you have said, but I seem to detect 
in it the same ambiguity that I have always felt inherent in Freud’s 
writings. In his first theory he said that the repression comes first and 
the fear, anxiety, or neurosis comes afterwards. In his second theory 
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he seems to be saying that the fear has to be there first; then repression 
occurs, doesn’t work very well, and the fear is experienced again. This 
all seems somewhat out of focus to me, but I can’t say exactly why. 

Psychoanalyst: I can well see why you should be a bit confused here. 
Unfortunately, Freud was not always entirely consistent in his use of 
the terms fear and anxiety, and many of his followers have been even 
less so. The first theory of anxiety was weak in that it had no dynamic 
explanation as to why the frustration and repression occur in the first 
place. ‘The second theory posits fear as the cause of the repression, and 
up to this point we do not speak of anxiety. It is only after repression 
has occurred and the wish, or impulse, has been “lost sight of" that 
there is the possibility of anxiety. Fear always has an object; we are 
afraid of something. Anxiety, by contrast, is always objectless; we are 
never anxious of—we are just anxious. And it is one of the major ob- 
jectives of therapy to convert anxiety into fear. This can be done—in 
fact many analysts believe that it can only be done—by the technique 
which Freud worked out. The individual finds what it is that he is 
really afraid of when he is anxious; he has “insight,” as we say; and 
he then either sees that his fear is no longer valid, or he finds ways 
of achieving his adult purposes by means which do not arouse the same 
social disapproval to which his more infantile, immature behavior ex- 
posed him. 

Chairman: Y feel that this exposition must bring us very close to an 
explicit, and perhaps universal, theory of normality and abnormality; 
but I think it would be useful if the speaker could guide our thinking a 
little further along these lines. 

Psychoanalyst: To be perfectly candid with you, I am not sure 
whether I can or not. It is certainly true that Freud has given us a 
lucid and explicit theory of anxiety, and on the basis of it one might 
say simply that the most normal person is the one who has the least 
anxiety. But I confess that I feel confused and uncomfortable when 
this criterion is suggested. Although we analysts have worked much 
more with so-called neurotics than we have with criminals or psychotic 
individuals, we can be pretty certain that there are a lot of criminals— 
“pure criminals” I like to call them (to distinguish them from the 
“neurotic criminals")—who probably have no more anxiety, perhaps 
even less, than do so-called normal persons. Does this, then, make the 
criminal “normal” too? We cannot, of course, be sure, but it also looks 
as if there were at least some types of psychotic individuals—I am think- 
ing particularly of the simple, or "pure," schizophrenias—who are re- 
markably free from anxiety. But surely this does not make them 
“normal.” Yet the fact seems to remain that, as Freud said, anxiety is 
"the fundamental phenomenon and the central problem of neurosis” 
(16, p. 111). If anyone can throw light upon this enigma, I hope he 
will do so. 

Layman: In this group I feel it behooves me to keep still most of the 
time. The only thing this leaves me to do is to listen, and that I try to 
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do well. If I have been as careful a listener to the discussion this time 
and last as I have tried to be, I have heard some things that the rest 
of you, with your intense professional specializations and preoccupations, 
may have missed; and I am going to try to put these things together 
in such a way as may give us “closure,” as I believe the Gestalt psychol- ' 
ogists are fond of saying. 

Earlier this evening our psychologist pointed out that there is a con- 
flict between the tendencies on the part of living organisms, including 
man, to make problems for themselves (through conditioning) and to 
try to rid themselves of problems (through problem-solving). He sug- 
gested that normality might consist of a kind of balance, or equilibrium, 
between these two tendencies, leading to something which we may call 
rationality. y 

Our philosopher has eloquently indicated that he sees the problem 
as a struggle between the quest for pleasure (or problem-solving in the 
immediate, headlong manner of animals) and the ethical enterprise 
(which may be thought of as problem-solving through time). 

Our psychoanalyst has said, by implication at least, much the same 
thing: neurotic conflict arises because of a clash between the individual’s 
animal needs and propensities and the tabus and prohibitions of organ- 
ized society. And, again, by implication, he has said that therapy, or 
normality, is achieved when a person who is overly inhibited becomes 
less so, strikes a kind of balance or equilibrium between restraint and 
gratification, such as our psychologist seems to have had in mind. 

I should like to point out what I believe to be the basic misconcep- 
tion in psychoanalytic theory and the one which, if corrected, will do 
more than anything else to bring all of our views into relatively good 
agreement. It is a cardinal assumption of the analysts that neurotic 
individuals are persons in whom the socialization process has been car- 
tied too far, with the result that the individual makes more renuncia- 
tions, is less demanding, and is “better” than there is any need for him 
to be. The analysts say that the “super-ego is too severe,” and they 
make it the aim of therapy to lessen its tyranny. 

According to this conception, the normal person may be thought of 
as occupying a kind of middle ground, with the criminal on his left, 
as an undersocialized person, and the neurotic on his right, as an over- 
socialized person.» Therapy thus consists of trying to get the neurotic 
to move over a little in the direction of the criminal but to stop short 
of going all the way, on the middle ground of normality. 

If I have properly caught the overtones of much that other members 
of our group have been saying, it is this: that the neurotic is not an overly- 
socialized, "super-normal" individual but is instead one who falls, in 
terms of his character development, somewhere between the criminal 
and the normal person. I believe that this is what our philosopher had 
in mind when he said that man was so far committed to the moral en- 
terprise that his only real prospect for happiness is to pursue it, rather 
than to turn away from it, in the direction of criminality. And if this 
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general point of view is correct, then psychotherapy would consist, not 
in trying to make a neurotic normal by urging him in the direction of 
criminality, but away from it. One might say, I should think, that the 
neurotic is a person who has “got stuck” in between, one who has the 
potentiality (much more than the criminal can be said to have) to 
become normal, but who needs a little extra help to “get over the 
hump.” 

I know the hour is late and I can imagine that many of you who 
are technically better qualified to speak along these lines than I am 
probably have a number of objections which you would like to make, 
but there are just two more things I would like to say and then I will 
stop. They are merely footnotes to what I have already said. 

I do a little reading now and then in a great many different fields, 
and I gather in this way that psychiatrists have a kind of “wastebasket” 
category into which they lump persons who are neither clearly neurotic 
nor clearly criminal, yet who are certainly not normal. They call these 
persons “psychopaths,” and it is acknowledged that they have some of 
the characteristics of both the criminal and of the neurotic; yet this 
mixture does not produce a normal person, as the psychoanalytic theory 
of personality types would lead us to expect. Note how readily this 
paradox disappears if you put the neurotic in between the normal in- 
dividual and the criminal: since you then have the neurotic and the 
criminal side by side, so to say, you can naturally and easily put the 
psychopath in between them! : 

But what about the psychotic individual? Here I feel very tentative 
and deferential indeed; but if my fragmentary reading is any guide, I 
should suppose that the psychotic individual is merely a neurotic who 
manages his anxieties in a particular way, i.e., by retreat from and denial 
of reality. Since it is, in many instances, such a stable style of life, one 
might say that, from one point of view, it is the most “successful” type 
of neurosis. But this is something I shall certainly have to leave 
to the ultimate judgment of more competent individuals than 
myself. 

The final thing I want to point out is that if psychiatrists, psycho- 
analysts, clinical psychologists, and others who purport to do psycho- 
therapy could take the point of view concerning neurosis which I have 
tried to suggest, I believe it would accomplish two great things: (a) it 
would do much to remove the intuitive feeling on the part of many lay- 
men that “most psychiatrists are just as crazy as their patients,” and 
(b) it would do much to bring together the so-called modern scientific 
theories of human personality and the traditional philosophical and 
religious conceptions of man. Philosophers, theologians, and laymen 
alike do not, in my judgment, look with distrust upon modern clini- 
cians because they take a naturalistic as opposed to a supernaturalistic 
view of human nature and its vagaries, but because clinicians tend to 
take, at best, an unmoral view of man and, in some instances at least, 
a view which one is perhaps even justified in calling antimoral. 
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Chairman: I am sure we are all grateful to the last speaker for his 
synthesis of the various lines of thought and argument which our dis- 
cussions have developed. Last week, and again this evening, I have 
taken rather full notes on what has been said, with a view to presenting 
an over-all summary. But I am afraid that such a summary would be 
unduly long or, if I made it reasonably concise, would be so abstract 
as to have little meaning. 

I should, however, like to restate what seems to me to be the funda: 
mental notion at which we have arrived. We have reviewed a great 
many different ways in which the term “normality” is often used—in 
statistics, sociology, education, medicine, psychology, psychoanalysis, 
philosophy, theology, and other fields—but we find that no one of these 
usages gives us just the conception we are seeking. We find, moreover, 
that almost any specific action or personal characteristic which is re- 
garded as "abnormal" in one society has been or is regarded as “nor- 
mal” in another society, all of which raises the specter of “cultural 
relativity.” But we seem to have hit upon a way of laying this ghost. 
We find that, regardless of the way in which the details of approved 
action and attitude differ from one society to another, there is one 
thing common to life in all societies. Every human society is organized 
and conducted on the basis of certain principles—which are best de- 
scribed as social ethics. These principles have been worked out over 
a long period of time, with many mistakes and much suffering. Each 
individual born into a human society is under pressure to adopt the 
approved ways of that society, and each individual experiences in the 
course of his own development some of the struggles, difficulties, and 
dilemmas which were involved in the evolution of his society. To the 
extent that an individual is able in his lifetime to assimilate the histori- 
cally hard-won wisdom of society and to experience the fruits thereof, 
he may be said to be normal; to the extent that he fails, he is abnormal. 

Since this is a struggle in which individuals in every society must en- 
gage, we arrive in this way at a conception of normality which is not 
culture-bound, and yet which takes due account of the enormous im- 
portance of the culture-assimilation process. 

This is not to say, however, that slavish conformity is the touchstone 
of happiness and normality. It seems empirically well established that, by 
and large, the good men in a society are the conforming, and happy, men. 
Only by making one’s peace with one’s society and “playing the game” 
does one seem to achieve the kind of freedom and fulfillment that 
attend the good life. But it is perhaps less a matter of conformity, as 
such, than of consistency. In most instances consistency and conform- 
ity dictate the same course of action; but if, for whatever reason, non- 
conformity seems imperative, then openness therein and willingness 
to take the consequences are requisite. When nonconformity and in- 
consistency—in the sense of duplicity and evasion—are combined, the 
soil of social alienation is prepared and the seeds of personal abnormality 
are sown. 
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I assume that we hold this view with an appropriate degree of tenta- 


tiveness; perhaps some of the members of our group may hardly sub- 
scribe to it at all. But when we realize that it represents the coalescence 
of many of the basic tenets of traditional philosophy and religion, and 
of much that seems soundest in modern social and psychological science, 
the plausibility of the position is impressive. 


Ses Sas 
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PART II 
CLINICAL METHODS 


Chapter 4 


THE CLINICAL INTERVIEW AND THE 
CASE RECORD 


By Irwin A. Bere, Pu.D. 


Ix EVERY AREA of human affairs, the interview is the most widely used 
tool for understanding, appraising, and motivating human behavior. 
As Bingham and Moore (3, p. 1) defined it, “A serious conversation 
directed to a definite purpose other than satisfaction in the conversation 
itself is an interview.” Thus a large part of the daily interpersonal activ- 
ities of people in business and industry and in any of the professions 
are clearly interviewing activities. The setting may be formal, as in a 
courtroom, psychologist’s office, or confessional box; or it may be in- 
formal and take place on a street comer, doorstep, or bus. But in every 
case, whether the interviewer is a salesman, public opinion pollster, 
psychologist, or factory supervisor, purposeful communication is in- 
volved. The interviewer seeks to ^. . . obtain information, give informa- 
tion, and influence or be influenced by other persons" (3, p. 1). 

A number of quite different techniques may be used when interview- 
ing, varying with the purpose and training of the interviewer. The law- 
yer, for example, will often direct the entire course of an interview, 
frequently asking highly specific questions to which only a yes or no 
answer is allowed. At the other extreme is the nondirective interview 
(see Chapter 20) in which the interviewee may discuss anything in what- 
ever way he desires. In some interviews, as in psychotherapeutic ses- 
sions, considerable care may be taken to put the interviewee at his ease. 
In other cases stress may be employed, as in some police interviews, 
with the deliberate aim of making the interviewee uncomfortable. Thus 
many people of varied training use many interviewing methods with a 
variety of purposes in mind. Further, the interview takes place in a 
wide range of settings. Small wonder, then, that the usefulness of the 
interview will be great, nil, or even negative, depending upon who does 
the interviewing and the purpose he has in mind. 


The Reliability and Validity of the Interview 


Interview Reliability. When 12 male interviewers interviewed 2000 
destitute men, Rice (24) found that the political and social biases of 
the interviewers directly influenced the results. One of the interview- 
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ers, for example, reported that the downfall of most of the human dere- 
licts was caused by liquor; this interviewer, however, was a convinced 
prohibitionist. Another interviewer was a Socialist, and he found the 
industrial system was the chief cause of the unfortunate condition of 
these men. Similarly, when Hollingworth (14) had 12 sales managers 
interview and rate 57 job applicants, he found the interview-based rat- 
ings to be notoriously unreliable. The applicant who was sometimes 
rated number 1 by one sales manager received various ratings all the way 
down to 57, the lowest position, when rated by the others. No applicant 
was rated in highly reliable fashion. Carey, Berg, and Van Dusen (5) 
found that ratings of employee satisfaction interviews made by persons 
trained and others who were untrained in interviewing methods had re- 
liability coefficients in the neighborhood of .65 to .70. The untrained 
groups were as reliable in their judgments as the trained group, presumably 
because the rating task was carefully defined and specific response cate- 
gories were used. Under some conditions training in interviewing may 
even bea handicap. Wedell and Smith (34), for example, found that ex- 
perienced interviewers were less consistent in appraising attitudes than 
relatively inexperienced interviewers. In a study of the success of stu- 
dents in clinical psychology training programs, Kelly and Fiske (18) 
also found that experienced interviewers were more variable in their 
predictions than those with less training. 

But the interview is acceptably reliable when reasonable aims are 
set and a skilled person does the interviewing. As an example of reason- 
able aims, the carefully executed research by Hunt, Wittson, and Hunt 
(17) is quite instructive. In a study of the reliability of psychiatric 
diagnosis based upon interviews and other data, they found that there 
was 93.7 per cent agreement between the precommissioning station and 
the hospital when the initial diagnosis for 794 naval enlisted men was 
“unsuitable for service.” With slightly greater specificity of diagnosis 
such as “psychosis,” “psychoneurosis,” or “character disorder," the per- 
centage of agreement, although still fairly high, dropped to 54.1 per 
cent. However, when a specific category such as “schizophrenia,” “anx- 
iety state,” or “hysteria” was employed, the level of agreement between 
precommissioning station and hospital fell to 32.6 per cent. Thus in- 
terview reliability may be high or low, depending upon the level and 
specificity of appraisal demanded. Hovland and Wonderlic (15), for 
example, obtained a reliability coefficient of .70 for a patterned interview 
technique designed to predict general industrial success. Similarly, 
Rundquist (27) found .87 reliability in a study of 1359 officers inter- 
viewed and evaluated for their ability to deal with people. These are 
quite satisfactory levels of reliability; yet had agreement on specific char- 
acteristics been demanded, the reliability would certainly have been 


much lower. 


Interview Validity. When appropriately used by skilled persons, the 
interview is valid as well as reliable. As was true of reliability studies, 
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general ratings or evaluations based upon interviews are typically more 
valid than specific ones, as shown in Deemer and Rafferty's (7) study 
of pilot training success. Ample support for this statement is found 
in a number of other researches. During World War II, for example, 
brief psychiatric interviews lasting only 2 to 10 minutes were often 
used for screening and for reassignment purposes. Yet even such brief 
interviews can have quite satisfactory validity, as demonstrated by Witt- 
son and Hunt (38) and their co-workers (16, 37, 39). In a study of 
944 seamen who were interviewed and classified as to severity of symp- 
tomatology, these writers found that the relationship between the in- 
terview-based ratings and subsequent NP discharges was convincingly 
close, as shown in Table 4-1. 
TABLE 4-1 


INCIDENCE or SUBSEQUENT NEUROPSYCHIATRIC DISCHARGES AMONG MEN 
INTERVIEWED AND CLASSIFIED AS TO SEVERITY OF SYMPTOMATOLOGY * 


Classification Number of Cases Subsequent NP Discharges 
Number Per cent 
Mild 527 34 6.5 
Moderate 367 74 20.2 
Severe 38 34 89.7 


* Reprinted by permission of the authors (38) and The American Journal of 
Psychiatry, publishers. 


It is not a far step from the “oral-emergency” type of intelligence 
test to the interview situation. Hence it is not surprising that a skilled 
interviewer can measure intelligence at a rather high level of validity. 
Using a standardized interview, Snedden (29) found that his estimates 
of intelligence based: upon interviews correlated .82 with the scores of 
written intelligence tests. In a similar study, Hanna (13) found that 
his assessment of intelligence obtained from interviews correlated .71 
with the American Council on Education Psychological Examination 
and .66 with the Ohio State University Psychological Test. Since scores 
on the two intelligence tests correlated .77 with each other, the estimates 
of intelligence obtained from the interviews cannot be regarded as 
significantly poorer than those obtained from the two tests. 

Accordingly, it may be said with confidence that the interview can 
be highly reliable and valid when used appropriately by skilled persons. 
Indeed, agreement may be perfect when only extreme cases are con- 
sidered, as in Newman, Bobbitt, and Cameron’s (21) study of officer 
candidate evaluation. On the other hand the interview may add little 
or nothing, as Tupes (32) showed, when specific personality traits must 
be evaluated by various interviewing methods. Where the task is ill- 
defined and the interviewer is unfamiliar with what he is assessing, or 
where a highly specific judgmental category is demanded, reliability and 
validity are low. But where the required judgment is broad and the 
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interviewer skilled in his task, highly reliable and highly valid results 
are obtained. 


Conducting the Interview 


Basically the interview is a communicative process; like any psycho- 
logical test, it is a means of gathering information about a patient or 
client.t Yet a number of clinicians, particularly the younger ones, ex- 
perience a feeling of helplessness when faced with the prospect of con- 
ducting an interview unaided and without the support of psychological 
test cards or answer sheets. This feeling of inadequacy is often trans- 
mitted to the interviewee who, in turn, reacts to the situation either 
by clam-like silence, replying in monosyllables, or by noisy aggression 
directed at the interviewer. A few experiences with a taciturn patient 
or with a patient who shouts in stentorian tones that the psychologist 
“doesn’t know what the devil he's doing” will reinforce the original feel- 
ings of inadequacy felt by the interviewer. As a result, he will often 
retreat into the comparative comfort of test devices, using them as 
a shield between himself and the patient. He may even give vent to 
a series of freely-offered rationalizations that he can “get more out of 
a Rorschach, TAT, or MMPI, than any interview will ever give.” If he 
is a close observer and also asks a few pertinent interview questions, he 
may be right; however, in such cases he really is not depending upon 
test data alone. Nor should he, as will be seen later in this chapter, for 
while the interview can be a splendid clinical tool, the maximum knowl- 
edge about a patient is obtained when the interview data are joined with 
test information. 

Unfortunately, the typical clinician rarely has time to apply many 
clinical tools to every patient he sees. He must reserve his more elabo- 
rate approaches for those persons whose condition requires it, and even 
here he may occasionally have to compromise because of time. It is 
at this point that the interview is most valuable. Competently con- 
ducted by a clinically astute psychologist, the interview can supply 
nearly as much information in considerably less time than tests alone. 
Further, the interview will indicate what tests can be used most profit- 
ably for an individual patient, thereby avoiding the use of an unneces- 
sarily long test battery. It should be noted that the paper-pencil types 
of tests are not free from this limitation, for the better ones require 
profile analysis or individual item inspection. Thus time is not really 
saved. 

The reason for this oft-encountered, slavish dependence upon tests, 
with attendant neglect of the interview, appears to lie in a lack of 


1 As used by psychologists, the terms patient, client, or subject are approximately 
equivalent. Hospitalized persons are typically referred to as "patients," while psycho- 
logical counselors often call the people who consult them in their offices “clients.” 
Psychoanalysts and test administrators usually refer to the persons analyzed or tested 
as "subjects." There is considerable overlap, for each of the three terms may be 
applied to the same person by various members of a professional staff. 
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training. One does not become a good clinician on a sink-or-swim basis, 
nor does one reach highest competency in interviewing on such a basis 
either. The best clinical interviewers typically saw their first patients 
in a carefully structured situation. Under supervision, they gathered 
objective social history data from patients known to be cooperative, or 
administered tests which permitted some casual conversation. Gradu- 
ally, as the supervisory reins were loosened and as they successfully 
handled less highly structured situations, the trainee clinicians reached 
the point where they could handle diagnostic or therapeutic interviews 
effectively. 


The Physical Setting of the Interview. As indicated earlier, an inter- 
view may take place anywhere. Any clinician of some experience can 
relate instances when he was stopped on the street, in some public 
building, or called to the telephone by a troubled client or patient. He 
had no choice but to conduct an informal interview on the spot and 
then arrange for a later office appointment, once some temporary relief 
for the client had been given. But such interviews under public condi- 
tions should be avoided save when the subject is in obviously dire straits. 
At other times the interview must be held under semipublic conditions, 
as at the patient's bedside in a ward. Usually a screen can be appro- 
priately arranged, and a fairly satisfactory interview can be held if the 
interviewer takes pains to behave as if the situation were natural and 
keeps his attention closely on the patient. 

The best interviewing conditions are characterized by privacy, free- 
dom from interruption, and some control of both inside and outside 
sounds. The general appearance of the room should suggest comfort 
and yet have a professional flavor about it. The right balance can be 
achieved only after observation of the patient's and one's own responses. 
One psychotherapist who saw most of his patients in the evening, for 
example, wryly remarked that he had gone too far in the direction of 
comfort when he recently installed a pair of lounging chairs in his 
office, for usually either he or the patient fell asleep in them. In the 
same vein, the cluttered desk or bright objects in the border of the visual 
field are often an undetected source of distraction for both interviewer 
and subject. It was some time before the present writer realized that the 
piles of research data sheets on his littered desk often got him more inter- 
ested in the research than in the interviewee’s problems. Similarly, shiny 
objects at the periphery of the visual field will cause the gaze to be di- 
rected at them, because the eyes reflexly turn so that the brightest area 
falls on the fovea of each. 

Occasionally, objects in the interviewing room may threaten the 
client instead of merely distracting him. Upon one occasion a book 
entitled Men Against Madness inadvertently left near the patient's el- 
bow provoked a halthour weeping spell, during which the patient 
could only waggle the book and cry out that he was going mad. Of 
course, the weeping might have occurred anyway; the first 10 minutes 
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of the interview had gone normally enough, however, until the book 
was noticed. For some reason, modern paintings with their bold 
splashes of color occasionally produce similar emotional outbursts in 
some patients. A number of psychological counselors, however, do not 
feel that this is necessarily bad. Indeed, many of them believe that the 
degree and area of maladjustment may thereby be more readily identified. 
Thus they sometimes purposely include such materials in their inter- 
viewing rooms, with the intention of introducing a mild degree of stress 
for susceptible patients. They may even call the patient’s attention to 
the object and ask him to comment on it, using his responses as one 
would use any projective technique. But it should be emphasized that 
these are experienced clinicians who are fully capable of appraising 
and handling the behavior elicited by such situations. The clinician 
of lesser skill and knowledge must shun even a semblance of such un- 
orthodoxy until his experience with many patients has carefully defined 
the limits of his capacities for him. 


Rapport in the Interview. The basic task in any clinical interview is 
the perception of a perception. That is, the psychologist must perceive 
the way the patient perceives himself and his problems. Accordingly, 
the psychologist is not concerned so much with the accuracy of the 
patient’s statements as understanding why the patient made the state- 
ments, in other words, perceiving the patient’s perceptual frame. Con- 
versely, the patient seeks to grasp what conception the interviewer has 
of his own role. The patient, in turn, strives to perceive the perception 
the interviewer has of himself. Hence, the paranoid patient may guard- 
edly spar with the clinician because he suspects that the clinician is a spy, 
and he is seeking evidence that the interviewer also sees himself in this role. 
The overly dependent freshman girl, on the other hand, may expect the 
interviewer to be a father surrogate and trustingly request him to tell 
her exactly what to do. An interchange of attitudes occurs and produces 
an atmosphere characteristic of the social situation represented by the 
particular interview. When this atmosphere is permissive, reasonably 
harmonious, and characterized by mutal interest, the interviewing re- 
lationship is described as en rapport or, more commonly but somewhat 
tautologically as having “good rapport established.” This does not 
mean that interviewer and interviewee are necessarily fond of one an- 
other and that the course of the interview is serene. That is a common 
misconception. Indeed, as Watson (33, p. 95) has noted, even resent- 
ment and anger may co-exist with rapport. The effectiveness of rapport 
thus does not depend upon mutual liking so much as upon mutual con- 
fidence, respect, and permissiveness in the sense that anything may be 
uttered without fear of criticism or consequences. 

Obviously, if rapport is not established, little can be accomplished 
in an interview. One may wrench factual information as birth date, 
home address, etc. from the patient, but he will not do him any good. 
If such conditions persist, there is no alternative but to refer the pa- 
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tient to another clinician. However, this happens very rarely, almost 
never if care is exercised to observe the precautions described below. 

While not all the communication in an interview is at the verbal 
level, most of it is; hence it is essential that the interviewer use words 
which are understood by the subject. Burtt (4, p. 679) describes a 
survey in which it was found that four-fifths of the people in the South 
thought that “voluptuous” meant large or bulky, nearly as many thought 
"obese" meant stupid, while two-thirds of the people surveyed in the 
Midwest thought “sonorous” meant sleep-producing. Use of words 
which the interviewee does not recognize or misunderstands will seri- 
ously hamper communication. In other instances communication will 
be hampered because the interviewer communicates what he means 
well enough, but he also communicates his own disapproval or embarrass- 
ment. As Kinsey (19, p. 53) has stated, “Euphemisms should not be 
used as substitutes for franker terms.” Masturbation should not be 
designated as “touching yourself” nor sexual intercourse as "relations 
with others." Such phrases should be anathema to the good clinician. 
His questions, comments, restatements are couched in clear terms, 
candidly expressed and in such an honest manner that the interviewee 
fully realizes that his behavior is accepted without censure. 

Ín addition to the words used, the way in which they are uttered is 
also extremely important. The hesitating or whispered inquiry may 
suggest to the patient that the topic under discussion is nasty and can- 
not be talked about except as small boys telling dirty stories in an alley. 
As a result, the patient is made to feel ill at ease, at the very least, and 
sometimes as if he were an outcast on trial. The other extreme occurs 
when the interviewer momentarily forgets that the interviewee may 
have strong, even overwhelming guilt feelings about the incidents he 
is relating. If too loud a tone is used or if the candor of the interviewer 
connotes something akin to enthusiasm, the interviewee may shrink 
from further discussion because his guilt feelings are reinforced, since 
he cannot feel as emancipated about his own actions as the clinician 
does. The best approach is for the interviewer to speak slowly in a calm, 
matter-of-fact way, and in a friendly, accepting manner. 

Two other factors concerning the case and rapidity with which rap- 
port is established are worthy of note. One concerns the general social 
impact of the clinician and the other his cultural frame of reference. 
The former is. composed chiefly of the motor habits, physique, manner 
of dress, etc., all of which suggest a secondary role in addition to the 
professional role of the clinician. The latter is the product of the at- 
titudes, value systems, etc., which are peculiar to the subcultural pat- 
terns found in the socioeconomic group in which the interviewer grew 
up. 
About the only way one can become aware of his social impact in 
an interviewing situation is by closely observing the reactions of the 
interviewees in the early stages of the interview. The physically large 
man may note that his size threatens some patients; hence he will have 
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to avoid standing close to such patients, since proximity emphasizes 
the threat. The maternal, comfortable-appearing woman may find 
rapport easy to establish with certain dependent patients, but terminat- 
ing the interviews may be unusually difficult. She will need to acquire 
interview “weaning” techniques to encourage self-reliance in such 
cases. Another problem is found in the energetic, rather tense clinician 
who communicates his tension to the patient, making him feel un- 
comfortable. Many such clinicians unwittingly prod the patient by 
indicating acceptance of a statement with a quick “yes, yes” or an ex- 
plosive “umm-hm.” While no serious harm is done, the effectiveness 
of the interview is interfered with and considerable time is often wasted. 

In similar manner, the interviewer may be unaware of the determin- 
ing influence exercised by his own cultural background. Thus the pa- 
tient may describe premarital sex experiences which were tantamount 
to rape, or he may describe literal bouts of fisticuffs with his wife. The 
clinician may see in such revelations signs of overwhelming guilt when, 
actually, the patient has no such feelings; for such behavior was tolerated, 
perhaps was even commonplace in his subcultural group. Or the clini- 
cian may think it significant, even suggestive of psychopathy, that there 
appears to be no guilt when, to the clinician, there should be. Simi- 
larly, the clinician may fail to attach any significance to incidents which 
may involve masturbation, for example, while to the patient such acts 
indicate perversion. Once the clinician understands his own reference 
frame and is able to perceive that of his patient as well, there is no 
problem. He learns to distinguish between his own subcultural biases 
and those of the patient. 

A perennial problem of great professional importance is the legal 
status of the information received by a psychologist concerning a patient. 
Any material imparted in confidence to a member of the clergy or to 
a physician is legally regarded in most states as a privileged communica- 
tion. That is, persons in those professions cannot be forced to testify 
in court with regard to such information. While some states do not 
have statuatory provision for privileged communication, the right to 
hold confidential a parishioner's or patient's utterances is accorded by 
custom to clergymen and physicians. Illinois has no such law, for ex- 
ample; however, when a Chicago psychiatrist refused to testify concern- 
ing one of his patients, the court upheld his position, as reported in 
Guttmacher and Weihofen (11, p. 270). As yet, psychologists have 
not had a legal test case which would determine the status of informa- 
tion imparted to them in confidence. Rapport is ultimately involved 
in this problem, for no patient would speak freely if it were established 
that his test scores and private statements could be publicly proclaimed 
from the witness stand by his psychologist. All such material is prop- 
erly a privileged communication, and there can be only one position 
which the psychologist will adopt: he will keep the patient's confidence. 
Failure to do otherwise will seriously, if not completely, block his pro- 
fessional usefulness. 
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Significance of Nonverbal Behavior in the Interview. Studies of 
interviewing methods customarily place primary emphasis upon what 
is said and pay little attention to how it is said. The other behavior 
which accompanies patients’ utterances is even more roundly ignored, 
yet some of the most revealing information is often obtained from such 
peripheral observations, as Yacorzynski (40, p. 419 £.) has stated. At 
a distance of 100 feet or more, for example, one can recognize the 
characteristic shuffle and masklike stare of a Parkinson's disease pa- 
tient, or the limp arm and dragging foot of a brain-damaged hemiplegiac. 
In addition to the clinical fact observed, such observations should lead 
one what to expect in the interview. Many sufferers from Parkinson's 
discase are highly irritable and must be handled gently and with patient 
forbearance. The patient with motor cortex injury may also have 
cortical speech area damage. Further, he has been converted from a 
vigorous, active person to a near-helpless invalid. The clinician should 
be prepared, in such cases, for slurred, thick speech and evidences of 
agitated depression and self-pity. Deep understanding and friendly 
encouragement during the interview can mark the first step in the re- 
habilitation of such patients. 

At closer range, as during the actual interview, much more detailed 
Observation is possible and, of course, hypotheses of greater clinical 
value may be formulated. The very act of entering the room, for 
example, ofttimes tells much. The breezy, energetic entrance of the 
hypomanic is a striking contrast to the slow, hesitant entry of the de- 
pressed patient; both are quite different from the careful scrutiny of 
the surroundings given by the paranoid interviewee as he surveys the 
room. Clinically, one may anticipate that the elated or hypomanic 
patient will give a certain amount of misinformation, because he replies 
before hearing all of the question and because his attention span is short. 
The depressed patient is easily exhausted; and as Whitehorn (36, p. 
199) has noted, he may answer "yes" or "no" to any question simply 
to be spared further effort. In the same way, the paranoid interviewee 
can be something of a trial because of his carefully guarded replies. 

Many other nonverbal behavior items provide valuable clinical hy- 
potheses. The typical hypomanic, as a case in point, smiles quickly and 
infectiously, bears himself erect, speaks rapidly, and is restless, often 
squirming in his chair or rising and moving about the room. If he 
smiles at all, the depressed patient does so in a forced, sardonic fashion, 
and his general posture is one of dejection. His speech is slow, often 
labored to the point where more than a one-word reply seems painful 
to him. The paranoid patient often has a furtive, searching manner. 
Even when rapport is fairly well established, he usually talks in con- 
spiratorial tones, leaning forward with narrowed eyes and occasionally 
glancing over his shoulder. Similarly, the manner in which level of af- 
fect or emotional involvement is displayed can be clinically quite re- 
vealing.. A schizophrenic murderer, for example, described his crime in 
a dull, uninterested manner—almost as if someone else had done it. 
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By contrast, a psychopath who was caught in the act of murder also 
described his crime as if someone else had committed it, but his narra- 
tive was quite lively and interesting. Neither gave any indication of 
obvious remorse or personal concern, although the psychopath periodi- 
cally cursed his victim for "having started it all.” Neurotic patients, to 
consider another group, show quite varied overt expressions of emotional 
state. Some appear tense and fidgety; others seem weary and exhausted. 
Some have tics and nervous, flickering smiles, while others are grim and 
tight-lipped. Some appear guiltridden and talk shame-facedly with 
averted eyes, while others speak with indignation of the way people 
have used them, gazing expectantly at the clinician for signs of commis- 
eration. Whatever form it may take, such overt behavior reflects the 
inner emotional disturbance and tells something of its nature. Clinical 
hypotheses may thereby be formulated and later verified from such data. 


General Observations on Interviewing Technique. Before any inter- 
view is started, the clinician must answer the question "What is this 
interview to accomplish?" A therapeutic interview, for example, has 
different goals and is conducted differently from a personal, social his- 
tory interview. Once the ultimate goal of the particular interview is 
clear the clinician should, of course, note any additional material which 
is brought forth and which may bear upon the patient's problem. But 
he must first settle upon the purpose of the interview at hand to avoid 
being sidetracked and wasting time. 

After the goal of the interview is settled, material may appear which, 
although incidental to the purpose of the present interview, may be fully 
as valuable as the more directly pertinent material. Ebaugh (8, p. 5) 
gives leads which were developed by Garrett (10) for recognizing such 
clues to significant information. The following is a modification of their 
points: 

l. AssociATION OF eas. The patient, for example, mentions his 
inability to get along with his boss in the same paragraph that 
he mentions his feelings toward his father. 


2. SHIFTS IN CONVERSATION. The material discussed may have been 
too painful or the patient may be seeking to relate the topic of 
conversation to himself. 

3. RECURRENT EXPLANATIONS OR REFERENCES. Unconscious conflict 
may be expressed by such “theme songs.” 

4. INCONSISTENCIES AND Gaps. The patient has difficulty in saying 
certain things because of guilt, hostility, ambivalence, etc. 

5. DEFENSE MECHANISMS. Digressions, rationalizations, projections 
and the like often indicate the general area and true nature of 
the conflict. 


6. Worb cuorce. Expletive and bombastic sounds and ego words 
ee DECANO 


as “I,” “me,” “mine,” or emphatic words as "you," “we,” “us 
may often relate to the problem, as Berg (2) has reported. 
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Occasionally, after talking freely, the patient remains silent for a 
time, with the result that the clinician feels impelled to fill the gap 
with some remark. Actually, silence can substantially advance the 
progress of the interview; for as a study by Tindall and Robinson (3) 
showed, the greatest single effect of such pauses may be a clarification 
in the interview situation. It behooves the clinician to restrain his im- 
patience to fill such conversational voids and to learn to use them as a 
useful technique. 

Another problem of minor concern to the clinician is whether to 
take notes during the interview. In some situations, of course, there is 
no alternative; for birth dates, addresses, previous illnesses, etc., must be 
recorded on the spot. Indeed, if no record is made of such factual data, 
the patient may ask why such information is requested when it is not 
being written down. But when the patient is discussing an emotionally 
traumatic experience or laying bare his innermost feelings, the question 
arises whether note-taking does not arouse insecurities on the part of 
the patient and cause him to speak less freely. Actually, if rapport has 
been established, patients do not seem to find note-taking a threat. The 
clinician should explain the purpose of the notes and permit the patient 
to read them if he wishes. Rogers (26, p. 243) suggests that some state- 
ment as this be made, “I hope you won't mind if I jot down the things 
we say. I like to study them afterward to see what we've accomplished.” 

Some writers, Rogers among them, suggest that very full notes be 
taken, including statements of both interviewer and interviewee. While 
there is considerable value in extensive notes, the present writer holds 
firmly the opinion that only brief notes or none at all should be taken 
during the interview. Admittedly this is a personal predilection; how- 
ever, many of the highly significant behavioral observations such as 
facial expression, meaningful gestures, and the like are missed when 
busily scribbling with downcast face. Furthermore, when the patient 
gushes with emotional outpourings, the clinician often feels harried in 
the attempt “to get it all down,” giving more attention to the notes 
than to the patient. With experience, one can learn to organize the 
interview content so that notes can be recorded after the patient has 
departed and few or none taken during the interview itself. 

Some practitioners have advocated the use of phonographic recording 
apparatus in place of notes. Where the interview record must be as 
complete as possible, as for research purposes, such recording machines 
are exceedingly useful. But the recordings are in no sense a substitute 
for notes recorded by the interviewer himself. Where the notes can be 
read in two or three minutes, the interview playback of an hour's con- 
versation will, of course, require a full hour. A typescript of the recorded 
interview can be read in fifteen or twenty minutes; however an experi- 
enced typist will require six to ten hours for typing it up from the disk 
or tape recording. Furthermore, the typist will spend about a half hour 
of the clinician’s time in asking him about unclear passages in the re- 
cording. One gets all of the wheat in such complete records, but one 
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gets all of the chaff, too, and in such abundance that most of the kernels 
are hidden. Significantly, the research centers which use complete inter- 
view transcripts also use conventional notes as well. 


Closing the Interview. Usually the clinician has only a limited 
amount of time for a given interview, and this period cannot be extended 
without seriously disrupting his schedule. Yet an occasional patient 
may be expressing himself freely or perhaps at the point of tears when 
the interview should ordinarily be closed. The wise clinician maintains 
a 10- or 15-minute "buffer" period between patients, chiefly to jot down 
or review case notes but also to accommodate the occasional patient who 
cannot be sent away in an emotional turmoil. Ordinarily, there is no 
particular problem in closing an interview if a few precautions are taken. 
The patient should be told at the beginning of the interview how much 
time is available. This can be put gracefully as, “We’ll have an hour all 
to ourselves today.” Similarly, near the end of the interview, a remark 
may be made such as, "Let's plan to go into that more thoroughly at 
our next meeting, if you wish. You see, we have only a couple of 
minutes left.” Or the clinician may casually begin to summarize what 
has transpired during the current interview and discuss arrangements for 
the next one. If there is to be no second interview, one can frankly 
remark to the patient that, while he must close the present interview, 
he has enjoyed his chat with him. Rogers (26) offers a number of 
practical examples of handling similar situations in a natural manner. 


Types of Clinical Interviews 


In this section the common forms of clinical interviews will be 
briefly discussed. Nothing will be said specifically about the psycho- 
therapeutic interview, for this area is dealt with in Part IV, Treatment 
Approaches, in the present book. Of course, virtually everything that 
has already been said has a direct bearing upon the manner of conducting 
such interviews and, for that matter, upon any clinical interview. In- 
deed, none of the interview types described below are mutually exclusive 
insofar as technique or approach are concerned. Their differences are 
in terms of purpose or goal, and because of these differences, special 
problems may arise. 


The Intake or Admission Interview. The purpose of the intake or 
admission interview is, as Watson (33, p. 88) put it, ^ . . usually con- 
cerned with clarification of the patient's presenting complaints, the steps 
he has taken previously to resolve his difficulties, and his expectancies 
in regard to what may be done for him.” Ordinarily a psychiatric social 
worker conducts this interview; however, upon occasion, the psycholo- 
gist, one of the physicians, or a psychiatric nurse may serve as intake 
interviewer. The basic question to be dealt with is Why is the patient 
here? ie. what does he say is the matter with him? Important but 
secondary questions involve information about previous hospitalization, 
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the names of his doctors, what the patient expects from treatment, his 
availability for treatment, and the like. 

Although typically brief, the intake or admission interview is extremely 
important in conserving the time of other professional staff members 
and in sparing the clinic or hospital from occasional embarrassing or 
awkward situations. The patient may in some instances desire treat- 
ment which a particular clinic may not be prepared to give. Certain hos- 
pitals, for example, do not handle alcoholic or narcotic addiction cases; 
thus the patient can be at once referred to an appropriate institution, 
saving time for the examining psychiatrist, psychologist, the various at- 
tendants, and for the patient himself. Similarly, the awkward conse- 
quences of an overly casual admission procedure can be avoided by a 
well-planned interview. Hospital staff members can relate many anec- 
dotes of relatives who were mistaken for the patient himself, of surgical 
patients who were given diagnostic psychiatric interviews, or of salesmen 
who were escorted to a room and confronted with Rorschach cards. A 
careful intake interview will guard against such mistakes. It should be 
noted that every patient will not be able to state coherently what the 
nature of his troubles may be. But even inchoate replies can be highly 
revealing, and the astute intake interviewer can report significant ob- 
servations of the patient’s behavior which he may not reveal again for 
some time or which may be missed by later examiners. 

Ordinarily, the diagnostic and treatment sessions which come at some 
time after the intake interview are carried out by another, different staff 
person. This does not mean, however, that therapy begins later. The 
formal label of “psychotherapy,” it is true, is given to the later pro- 
cedures, but real therapy, in the sense of the patient's attitudes and his 
motivation to get well, begins at the time of the patient’s admittance. 
It is no exaggeration to assert that a bungled intake interview can pro- 
long treatment while an effective one can shorten it. 


The Personal and Social History Interview. In many hospitals and 
clinics the intake or admission interview is followed immediately by the 
personal and social history interview. The same person, usually a 
psychiatric social worker, commonly conducts both interviews, often at 
one sitting. Sources of information other than the patient himself are, 
of course, utilized when completing a personal and social history report. 
Frequently the patient does not remember or cannot for other reasons 
communicate material which may have a bearing upon his problem. 
Thus information from friends, relatives, hospital, military, and other 
records are also used for the history. But whatever the sources of in- 
formation, the purpose of the personal and social history report is to 
gather information which will be helpful in diagnosing and treating the 
patient's disorder. Frequent job changes, for example, may be evidence 
of a more general instability. The adult schizophrenic who showed 
marked apathy and withdrawal symptoms as a preschool child is prob- 
ably more severely afflicted than patients whose symptoms appeared 
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more recently. Neurotic symptoms which appeared after the divorce of 
parents may have different etiology than similar symptoms which ap- 
peared after a head injury. In such and many other ways the personal 
and social history is of considerable and sometimes critical importance. 

In most instances a standardized form or social history guide of some 
sort is used. (See pages 116-120 for an example.) There are advantages 
in using a standardized printed form, as Louttit (20) has noted, in that 
pertinent information will not be skipped; however, as he also notes, 
a rigid dependency upon the form may ensue. Certain obvious informa- 
tion may not be recorded because the form does not call for it or details 
which are unimportant for a particular case may be set down in time- 
wasting abundance. Obviously the common sense of the interviewer is 
the answer to such problems. 

The typical information obtained in a personal and social history 
includes material on the patient's early life, with particular attention 
paid to family relationships and general environment. Also included are 
data on the patient’s educational and vocational history, neuropathic 
traits, his habits and recreations, as well as other material. Obviously 
much of this information can be obtained only by direct questioning. 
Some patients are’ threatened by situations which require specific an- 
swers, and they may show panic reactions of varying degree. Others will 
lie, perhaps because they cannot remember and do not wish to say so, 
but more often because painful memories are awakened of jail sentences, 
of divorces, of previous hospitalizations, or the like. Most patients, of 
course, are truthful, but only in their cultural fashion. That is, the lad 
who pumped gasoline and washed cars at the corner filling station may 
report his work experience as "auto mechanic." In lower socioeconomic 
groups it is not uncommon thus to exaggerate the importance of jobs. 
Similarly, a patient may report “lots of times I could have murdered 
my sisters" when all he means is that they had an occasional minor spat. 
A female patient, in another instance, remarked, ". . . once my father 
fingered me with a cop.” Further questioning revealed that her state- 
ment had nothing to do with sexual manipulation, as the interviewer 
first thought, but rather that the father had reported a theft committed 
by the patient to the police—ie., pointed the accusing finger. The te- 
mark was highly significant in terms of a parent-child relationship, but 
not in the way originally supposed. 

It is in this area that the skill of the interviewer is brought out. 
While much of the information requested is factual, the manner in 
which the patient communicates his facts may be quite misleading, as 
the earlier mentioned examples indicate. Jargon, exaggeration, special 
uses of common words, or kidding may lead the unwary or unskilled 
interviewer to a false impression. Further questioning usually clears up 
the confusion. 

The fact that an occasional patient will lie about his personal-social 
history, even about trivial matters, is sometimes irritating or dishearten- 
ing to the newcomer to the interviewing situation. Such falsification is 
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not a reflection upon the interviewer's skill or comportment but rather 
upon the reason why the patient is being interviewed. He is a patient. 
He may be confused, a psychopath, or something else; but he is sick. 
'This may seem like unnecessary emphasis; yet every clinician should 
be prepared to ward off feelings of indignation or humiliation which may 
arise when he learns that virtually every fact he so laboriously recorded, 
from age and address to family history and vocation, is false. This hap- 
pens with extreme rarity, of course; but it happens to almost every clinician 
sooner or later. When it does, and if one is taken in, a little self- 
directed humor helps restore a sense of proportion. Then a firm reso- 
lution to check other information sources can turn the experience to 
one’s advantage. 


The Screening or Diagnostic Interview. The purpose of the screen- 
ing or diagnostic interview is to assist the clinician in his attempts to 
understand the patient. If the level of diagnostic understanding re- 
quired is merely a separation of the fit from the unfit, as in military neuro- 
psychiatric examinations, the interview task is one of screening. That 
is, after a brief interview the interviewee may be adjudged fit for specific 
duties, such as a regular military assignment, or he may be referred for 
prolonged observation and extended psychological testing. Occasion- 
ally, limited or trial duty may be recommended as an alternative to 
regular duty or psychiatric observation. Upon other occasions the di- 
agnostic task is highly specific, and a detailed level of understanding is 
required. This may involve a diagnostic label as categorized as “para- 
noid schizophrenia” and a description of personality dynamics. In the 
latter case, primary dependence is not placed upon the interview alone, 
for psychological tests play a most important role in such detailed di- 
agnostic procedures. Chapters 14, 15, 16, and 17 offer a number of 
examples of how such tests are used in conjunction with interviews for 
purposes of specific diagnosis. For this reason greater attention will be 
given in this section to the briefer interview which has a broader diag- 
nostic goal. 

As indicated earlier in this chapter, the brief neuropsychiatric inter- 
view can be highly valid if conducted by a skilled examiner and if a 
broad diagnostic judgment only, as fit or unfit for duty, is required. A 
typical procedure is described (1) in the U.S. Naval psychiatric unit 
operations. The examinations typically last only 2 to 5 minutes and are 
conducted in privacy. The recruit is usually unclothed, since previous 
studies have shown that psychological defenses break down under such 
mildly stressful conditions and less resistance to questioning is encoun- 
tered. The questions are rapid and direct, and behavior which accom- 
panies the replies is closely observed. Thus the question “What have 
you done since you left school?” may be accompanied by obvious signs 
of tension, such as postural shifts, blinking, or stiffening of muscles, al- 
though the reply may be, “I worked in grocery stores." This would be 
a signal for further questioning about just what the interviewee did 
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after working hours, etc. Such queries might be followed by questions 
such as “What trouble have you had with the police?” or “Tell me 
about the worst jam you were ever in.” Few if any of the questions are 
stated so that only a “yes” or “no” answer can be given. Some of the 
questions may be leading and brutally direct as, “When was the last 
time you masturbated?” Others may be more subtle, as when an inter- 
viewee who is suspected of truancy and delinquency is asked “What 
sort of things did you like to do with your gang when you were a kid?” 

Certain questions have been called “projective” in that they permit 
the interviewee to handle them in terms of his personal dynamics. Ex- 
amples of such questions used by Naval neuropsychiatric examiners are 
“If you could have three wishes granted, what would you wish for?” 
or “Who would you take with you if you had to spend the rest of your 
life on a desert island with one person?” Emotional maturity, depend- 
ency needs, socialization, etc., may be reflected in the replies. 

While the examination progresses, the interviewer observes the in- 
terviewee’s behavior as well as noting the content of his answers. ‘Thus 
thighs pressed together, a mincing walk, and fluttery feminine gestures 
in a male should lead the interviewer to suspect and investigate the pos- 
sibility of homosexuality. The bubbling, enthusiastic replies and ex- 
aggerated gestures in another interviewee should lead the interviewer to 
hypothesize tentatively a manic condition and seek further evidence. 
Similarly, as Wittson, et al. (37) noted, the psychopath often gives 
evidence of his deviation by his utter impersonality or even belligerence 
toward the interviewer. 

Ordinarily, brief neuropsychiatric interviews are not oriented toward 
future psychotherapeutic activity because most of the interviewees 
have no need for therapy. However it is not difficult to adapt the pro- 
cedures of brief interviews so that those who seem to be in need of treat- 
ment are rendered more receptive to the idea. Thus an interviewee may 
indicate that he has often desired help, yet he feels he is not “crazy.” 
A frank explanation about the forms of psychological assistance available, 
and reassurance that most people receiving such aid are not “crazy” can 
allay some of his anxieties. In other cases the interviewee may assert 
half-belligerently and half-questioningly, after describing some of his fears, 
that the clinician probably thinks that he (the patient) “. . . ought 
to have his head looked at by a nut doctor.” In such situations, 
the clinician may remark that all of us have worries and that such wor- 
ties do not mean we are ready for a hospital. The clinician may note 
further that it often helps people to talk over a personal problem with 
a trained person. Then he may inquire whether the interviewee had 
ever thought of talking over his feelings with a psychological counselor. 
Such an approach is nonthreatening and often provides a bridge for 
later treatment. 

Even the normal person may be aided in the brief interview situation. 
The present writer, for example, was recently told by a young man that 
his doctor had told him not to bite his nails because it was a sign he was 
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neurotic. Just how the doctor put his original statement is impossible 
to say; however, it is true that nail-biting was at one time regarded as 
a psychopathological symptom. But as Pennington (22) and his co- 
worker Mearin (23) have shown, one out of every four or five young 
adults bite their nails and nearly half of the youngsters at age 13 or 14 
do likewise. Accordingly, it was reasonable to present these facts and 
thereby reassure the interviewee. Closson and Hildreth (6) did some- 
thing of the same order under controlled conditions in a study of 1000 
Navy selectees. Certain subjects were given advice concerning any 
personality “weak spots” which were discovered during a brief inter- 
view. The advice was designed to prepare the subject for Naval adjust- 
ment problems which might result from his “weak spots.” The subjects 
who were given such advice made a better adjustment than those in 
a control group who were not advised. Thus even a brief interview can, 
and probably should, have therapeutic value for the interviewee. 


Pre- and Post-Testing Interviews. A psychological test is a behavior 
sample; and as such, it is only as valid as the conditions under which 
the test is administered. Many of the errors in I.Q. or personality di- 
agnoses which are occasionally reported are due to a mechanical hand- 
ling of the tests. "The subject appears for testing, the tests are admin- 
istered, scored, and a report written in stereotyped phrases. Then it 
is later learned that an obvious error was made, one which would never 
have occurred if 10 or 15 minutes had been devoted to pre- and post- 
testing interviews. The purpose of such interviews is to guard against 
such errors and also to gather additional, clinically useful information. 
In some situations the post-testing interview is also used to transmit 
certain test results to the patient. 

In the pretesting interview the clinician seeks to estimate the pa- 
tients condition relative to the tests to be used. This goes beyond the 
obvious checking for confused states or evidence of apprehension con- 
ceming the tests which the patient may exhibit. At least a gross csti- 
mate of the patient's sensory-motor adequacy should be made. More 
than a few patients have earned very low scores on performance tests 
because they were nearly blind, a handicap unnoticed by the clinician. 
'The same thing has happened to patients with hearing difficulties, al- 
though probably less often, since such defects are detected more readily. 
Patients with minor muscular handicaps, however, are often a problem 
because they have learned to conceal their condition by means of a 
number of adaptive habits. Unless a specific check is made, patients 
with minor paralyses or with missing fingers are doomed to earn mis- 
leading, low scores on performance tests. Careful observation of the 
patient and a question or two during the pretest period will eliminate 
most such difficulties. 

Some patients have never taken psychological tests before. For them, 
a minute or two of explanation will make the task at hand clear, calm 
any fears, and render the results more accurate. Other patients are dis- 
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oriented; and unless the purpose of the testing period is to assess the 
extent of confusion, testing had best be postponed. A few questions 
concerning time and place will indicate whether the patient is suffi- 
ciently oriented to proceed with the task at hand. Occasionally a patient 
is physically ill and performs poorly on tests for that reason. Indeed some 
of the cases where a patient first earned an I.O. of 80 and then on a retest 
earned an I.Q. of 130 are due to the interference resulting from a mi- 
graine headache or the searing aches of influenza. Direct questions 
should be asked cautiously where illness is suspected, for the hypochon- 
driacal patient will promptly, even enthusiastically, recount his symptoms, 
often misleading the clinician. However, if it is kept in mind that the 
genuinely physically ill person is typically listless and disinterested in 
his symptoms while the neurotic usually is interested and rather ani- 
mated when describing his ailments, the clinician will not have too 
much difficulty in distinguishing between the two. 

In the post-testing interview the clinician is in a position to examine 
hypotheses which he has formulated during the pretesting period and 
by observation of the patient’s behavior during the test administration. 
If personality dynamics are being explored, for example, the clinician 
may have noticed that the patient showed signs of distress when deal- 
ing with aspects of the test which represented or reminded him of male 
figures. The clinician can then check hypotheses that some of the 
patient’s difficulties are related to his father or other authoritarian 
figures or, perhaps, to homosexuality. In other cases the post-testing 
interview can serve as a check on the validity of the test. Thus a seven- 
year-old boy who seemed alertly bright during the pretesting interview 
earned an I.Q. of 72 when tested. Because of the unexpected poor per- 
formance, the clinician questioned the boy about his feelings about the 
test, to which the boy replied ^You asked dumb questions and I gave 
you dumb answers." His 1.Q. was later found to be 149. Thus, revealing 
hypotheses concerning personality dynamics, test validity, or probable 
achievement level can be verified or rejected by skillful use of the post- 
testing interview. ; 

In some special situations the usual post-testing interview is con- 
cluded by interpreting test results to the subject. (See the footnote on 
page 94 regarding use of subject versus patient.) The present writer 
views with strong disfavor the transmitting of precise percentiles, I.0.’s, 
or standard scores to subjects because of mistakes in meaning which 
arise. In general, some broad descriptive scheme is to be preferred, 
such as below average for scores below the 26th percentile, average for 
percentiles 26-75, above average for percentiles 76-90, and superior or 
very superior for percentiles 91 or above. However, when circumstances 
make it essential that precise test scores be supplied, the precautions 
mentioned below will be of material aid in avoiding confusion. A com- 
mon source of error lies in the failure to make norm groups clear. That 
is, a scholastic aptitude score which falls at the 90th percentile for the 
general population will be the 50th percentile on college norms. This 
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can give an unwarranted feeling of confidence to a prospective college 
student if he confuses the norm populations. Occasionally a percentile 
score is taken to mean an I.Q., with the result that the subject’s ego is 
bruised and the tests as well as the psychologist are indignantly rejected 
as useless. Careful phrasing of the test interpretation will prevent such 
mistakes. One other area of difficulty may be noted. Subjects often 
think of interest test scores as measures of aptitude or achievement. 
While there is some relationship between the two, the correlation is 
only moderate, rarely exceeding .40 at best. Accordingly, some pains 
should be taken to emphasize that a high score on the Kuder Preference 
Record mechanical scale reflects interest in mechanical activities and is 
no guarantee of high mechanical aptitude. 


The Introduction to Therapy Interview. The typical patient with a 
psychological disturbance is often understandably apprehensive when he 
presents himself for treatment. Of course, if he is in an acute manic 
state or otherwise confused, he is not ready for interview approaches, 
since ancillary procedures such as sedation, rest, or even shock treatment 
may have to be instituted first. But if adjudged ready for therapeutic 
interview sessions by the professional staff, the patient usually wonders 
what will be done to him, for he had heard frightening stories about 
restraint and shock treatment which, if false or grossly exaggerated, 
render him uneasy, to say the least. Accordingly, the purpose of the 
introduction to therapy interview is to explain to the patient what can 
be done and how it can be done. Particular attention is paid to what 
is expected in the way of cooperation from the patient. This last as- 
pect is most important; for if only one factor were to be named which 
was of greatest significance in determining the outcome of psychothera- 
peutic effort, it would have to be the patient's motivation to get well. 
Some patients cling to their illnesses like a drowning man to a floating 
spar, and neither type of treatment nor skill of therapist will avail until 
the patient himself desires to get well. 

Much of the introduction to therapy interview resembles what Rogers 
calls “structuring” except that the interviewer plays a more active 
role in that he evaluates or interprets what the patient is saying or 
doing. Also, unlike nondirective interview structuring, such therapy 
introduction interviews are occasionally held in groups. But whatever 
the precise arrangements may be, the end goal is the same: the patient 
is made to feel that the therapist genuinely desires to help him and 
that he can and will help him. Further, the patient understands what 
he himself is expected to contribute to the treatment situation. Finally, 
the patient’s desire to get well is encouraged and strengthened by every 
feasible method. 

Some patients are not uncomfortable at the prospect of psychother- 
apy. On the contrary, they have the notion that after one or two inter- 
views, the therapist will straighten out all their problems, as if it is 
necessary only to push some button or to utter some magical incantation. 
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Other patients are defiant, sullenly expressing a "try to make me get 
better” attitude. In all such cases the clinician must candidly acknowl- 
edge that therapy takes time and that nothing can be done for the per- 
son who does not want help. If the patient is chagrined or surprised 
by such statements, it will save him from more severe disappointment 
later, when in the midst of a therapeutic program. Indeed, such honesty 
in the introductory interview may spell the difference between ultimate 
success and failure. 

An occasional patient may appear genuinely puzzled as to why he 
is being interviewed in preparation for therapy, since he is aware of no 
problem. Chronic alcoholics sometimes express this reaction by remark- 
ing caustically, “Sure I take a drink now and then. So do you and so 
do my relatives. Does that mean I’m a mental case?” In other in- 
stances the patient has been tricked by relatives or friends into appear- 
ing at a clinic or hospital under the pretense that he is to have a medical 
check-up. Obviously, a slip-up has occurred during the intake interview 
or at some other point in the admissions procedure. No patient should 
be hoodwinked into treatment, for therapeutic efforts are thereby fore- 
doomed to failure. As a measure of desperation, relatives do occasion- 
ally try to “sneak” a patient into needed therapy. In all such cases the 
relatives should gently but firmly be told that nothing can be done un- 
less the patient wishes to come for therapeutic interviews and fully 
understands why. 


Interviewing Friends and Relatives of the Patient. Friends and 
relatives can help or hinder a patient’s recovery. Hence they are often 
interviewed in order to determine their attitudes toward the patient and 
to show them how they can assist the patient in getting well. To do 
this the clinician must also understand the patient's attitudes toward 
the people in question. The patient may benefit from visits made by 
some persons, while others may disturb him and cause a setback in his 
progress. Thus the purpose in interviewing friends and relatives is to 
evaluate what benefit or harm may accrue from their visits with the pa- 
tient and to help them to adjust to having a person close to them placed 
under treatment. In addition, such interviews usually provide informa- 
tion which is valuable for understanding the kind of stresses the pa- 
tient has been under, the people he lived with, and his relationships 
with them. 

Some relatives are frankly relieved to have the patient removed from 
their presence. The domestic upheaval resulting from the patient’s be- 
havior which led to his hospitalization has now ceased and so the rela- 
tives feel well rid of a problem. No matter how circumspect such 
visitors are, the patient will sense their attitudes and his recovery will 
usually be delayed. For obvious reasons it is not easy to change such 
attitudes on the part of relatives who have found the patient’s behavior 
a source of strain. A useful approach is one in which the clinician ex- 
plains to the relative that it would be best if he would not visit the 
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patient for a while but should instead visit the clinician for a regular 
report on the patient's progress. The clinician indicates that he under- 
stands the relative's attitude toward the patient, but adds that the rela- 
tive can, in turn, understand how the patient will feel should his atti- 
tude be communicated to the patient in some way. This explanation 
usually makes the relative mildly defensive and thereby paves the way 
for attitude change. In later visits with the clinician, the relative real- 
izes that the patient's behavior, which was so upsetting, was but a symp- 
tom of the illness and that with recovery such behavior will no longer be 
a problem. Then, as the relative receives additional reports on the pa- 
tient's progress, he typically becomes more personally interested in the 
patient. When he later actually visits the patient, he is able to ob- 
serve the changes himself and is heartened by them. Once such rela- 
tives become interested in the patient, the attitude change is fairly 
rapid and their visits are helpful to the patient. 

In other cases relatives are extremely solicitous, sometimes badgering 
the clinician daily for information on the patient's progress and when 
he can return home. Such concern is understandable; however, it 
should be noted that in some instances the reaction is not so much a 
worry about the patient as a feeling of shame or guilt or both about 
his illness. That is, the relative is really worried about what the neigh- 
bors think about having the son, father, daughter, or sister under treat- 
ment; or the source of worry may be guilt feelings about the way the 
patient was treated at home before hospitalization. Thus, there is a 
desire to atone or “make it up to him.” At other times the hospitalized 
patient is the family breadwinner, or the financial drain of treatment 
is so heavy that the relatives desperately need relief from the burden of 
mounting bills. No matter what the source of oversolicitude, the clini- 
cian should offer sympathetic understanding to the relative. "The real 
cause of worry should be frankly discussed, whether it be feelings of 
shame about imagined scorn from neighbors, feelings of guilt, or worry 
about money. With catharsis and reassurance, the oversolicitousness 
can be relieved to some degree. Gradually, it can be channeled into 
ways by which the patient can be helped. 

Friends and relatives should be given some help as to how they 
should conduct themselves during visits with the patient and how they 
should behave when he is home on a trial visit—or for that matter, 
when he is discharged. In general, the visitors should be encouraged to 
treat the patient as naturally as possible. Questions about details of 
improvement should not be indulged, nor should they be avoided either. 
It is natural that a relative should ask a patient some questions as, “How 
are you feeling today?” But specific questions about what was done and 
how it was done may be upsetting. Hostile relatives may ignore the 
patient when he goes home on a trial visit, while solicitous ones may 
smother him with attention, sometimes reinforcing his illness. Neither 
approach, of course, is desirable. Accordingly, the relatives should be 
informed of what things the patient can do and how he should be re- 
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garded. In general, natural treatment with activities which are shared 
by patient and relative alike are best. Thus if dishes are to be washed 
or the garage painted, let the patient actually participate, not merely 
watch or do it alone. With acceptance thus demonstrated, not just 
talked about, the patient will be speeded on the road to recovery. 


The Exit or Termination Interview. At the close of treatment, it is 
customary to have a final interview with the patient before he is dis- 
charged. This interview is usually a summary of what the staff or the 
therapist thinks is important for the patient to know; hence its purpose 
is to facilitate the patient’s transition from the treatment situation to 
being on his own. For the nonhospitalized or outpatient this final in- 
terview often is centered about a review of problems which the patient 
has met since treatment began and which he has dealt with realistically. 
The patient is led to realize that he will meet other similar difficulties, 
but that he now has proved himself capable of handling them. It is 
also pointed out that the patient will at times desire to return to his 
therapist for help when faced with a severe conflict. He is told that 
while it is always possible for him to see the therapist if conditions 
make it imperative for him to do so, he is assured that he himself can 
now manage his problems. Since the patient is considered to need ther- 
apy no longer, he very likely will make a successful adjustment; however 
the feeling that he is not completely cast off, should he need help later, 
is strengthening and supportive to him. 

Much the same approach is used with hospitalized patients in pre- 
paring them for the transition from hospital to home. Some additional 
time is spent in drawing out the patient relative to conditions and prob- 
lems he will encounter on the “outside.” The recovered manic patient, 
for example, will need to understand that exciting activities may hyper- 
stimulate him dangerously. The involutional melancholic person who 
is in remission is reminded that he needs to be kept occupied and that 
activities, particularly those of a service type such as church or social 
welfare work, are of direct benefit to him. Upon the recommendation 
of the hospital staff, the attitudes of the patient toward his friends and 
relatives are reviewed, and suggestions are drawn from the patient as 
to how he can avoid difficulty. Since members of the family have often 
been previously interviewed with regard to their attitudes toward the 
patient, a basis for cooperation which can enhance the benefits of pre- 
vious treatment is established. 

In some instances a large portion of the discharge interview is de- 
voted to encouraging the patient to regard his mental illness in the 
same light as a physical disease. This is a wholesome attitude, of 
course; however, when the patient is encouraged to volunteer informa- 
tion publicly about his breakdown, there is danger that he will be 
shunned by members of society who are less enlightened than the hos- 
pital employees. Needless frustration and danger of a second break- 
down can be avoided if the regrettable fact is kept in mind that many 
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persons on the “outside” view the recovered mental patient with dis- 
trust and discomfit. The present writer knows of a number of cases 
where neuropsychiatric casualties were encouraged, (and in some in- 
stances given practice) to tell people, “I had some tough luck during 
the war. You know how it is, one guy gets hit by a bullet, another gets 
hit by pneumonia. Well, I got hit by a psychosis” (or hit by an anx- 
iety state, combat fatigue, etc.). To the present writer's certain knowl- 
edge, at least a dozen veterans were denied jobs when they cheerfully 
mentioned this item in their personal history to a prospective em- 
ployer.’ It is a sad but true fact that many who compose the general 
public are medievally benighted in their attitudes toward mental ill- 
ness. Thus there is no point in requiring the patient to set himself up 
as a target. 

The motivation behind the idea of pushing the patient to disclose 
information about his mental disturbance is that public attitudes will 
be changed. It is sometimes pointed out, in this connection, that the 
U.S. Public Health Service was able to change attitudes toward syphilis 
from an unmentionable word to something that should be routinely 
tested for. Such efforts deserve highest commendation; however, their 
success was not achieved by having syphilitics inform the public of the 
fact of their disease. Mental hygiene associations and public health 
agencies should properly carry the fight against foolish fears and mis- 
conceptions concerning mental disorder. 

From the patient’s standpoint, a sensible approach is first to teach 
him that a mental illness is no more to be ashamed of than physical 
illness. He will receive strong reinforcement in this attitude from the 
hospital staff. Later, when he is receptive and the time is opportune, 
he can be told that many people do not understand emotional dis- 
orders, hence some care should be exercised in just how the hospitaliza- 
tion is explained to “outsiders.” Most patients who are on the brink of 
recovery fully recognize this and are eager for advice on how to handle 
such situations. A practical recommendation is to have the patient, 
when he is questioned about his hospital stay, reply candidly and simply, 
“I had some problems that were temporarily too much for me and I 
went to get help with them.” If he is pressed further, he can add, “Yes, 
I feel fine now that those worries are gone.” He should speak in a 
straightforward manner and without apology. Anyone can see the wis- 
dom of this approach if he has had to comfort a distraught ex-patient 
who has been treated like a pariah after he freely volunteered details of 
his “schizophrenic psychosis” or some other psychiatric disorder. 


2 A statement by Karl Menninger is significant in this context. He states, “In 
the first place, the patient who finally decides to seek the help of a psychiatrist does 
so in the face of an undeniable social stigmatization.” Then, later on the same page, 
“Compare the situation of an employee who requests time for the medical treatment 
of heart symptoms with that of an employee who requests time for a visit to a 
psychiatrist!” Page 196 in K. Menninger, A guide for psychiatric case study, Bull. 
Menninger Clinic, 1950, 14, 192-201. 
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The Clinical Case Record 


Four types of general information are included in the clinical case 
record: * (1) historical, or personal-social history data; (2) quantitative, 
or psychological test and measurement data; (3) impressionistic, or in- 
formation derived from behavioral observations; and (4) the treatment 
record, or material concerning medical and psychiatric treatment of the 
patient. The records are kept in a file folder, usually in chronological 
order, with the most recent reports on top. A case summary of one 
or two pages is usually placed on the very top. For a long-hospitalized 
patient there may be several summaries which were prepared at various 
intervals. Other documents are typically included, such as correspond- 
ence about the patient, military service papers, etc. These other records 
are often kept separate from the types of information described above, 
although inserted in the same file folder. The record itself may vary in 
thickness from a small fraction of an inch to several inches, requiring 
two or more folders in some instances. This record is regarded as a 
legally confidential document, and as such it is kept under conditions 
of security in a locked room, locked filing cabinets, or both. In some 
institutions the security safeguards may include steel vaults, fireproof 
rooms and cabinets, as well as a continuous listing of everyone who has 
ever examined the folder. 

The group of documents in the case record, if unevaluated, is ap- 
propriately referred to as a case history. When interpretations, diag- 
noses, or prognoses are made on the basis of such materials, the record 
is then referred to as a case study, as Traxler (31, p. 284) has noted. 
Thus when the various reports from doctors, psychologists, nurses, social 
workers, etc., are used as a guide for treatment, the case history pro- 
gresses to a case study. The folder itself is usually referred to simply 
as the case record or the clinical folder. The logic behind the case 
study is that the explanation for the patient's present behavior lies in his 
past. Since it is axiomatic that all behavior is caused, the man of today, 
whatever his mental and physical condition may be, can be under- 
stood and aided on the basis of what has happened to the man of 
yesterday and yesteryear. Obviously it is impossible to know every- 
‘thing that has happened to a given individual, nor is it important 
to learn every such fact since much material would be irrelevant or of 
minor significance insofar as his present disorder is concerned. Thus 
a compromise must be reached by reserving the more complete “case 
workups" (ie. fairly complete social histories, psychological test re- 
sults, etc.) for the most seriously ill patients. The choice is one of 
desperation, for the shortage of professional staff leaves no alternative. 


* A comprehensive discussion of the methods of psychological appraisal and the 
reports appropriate for inclusion in a clinical case record will be found in T. W. 
Richards, Modern Clinical Psychology (New York: McGraw-Hill Book Co., Inc., 
1946), pp. 20-225. 
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A complete personal-social history report may take a social worker a 
full day to prepare—several days if she must personally visit the home 
environment. An experienced clinical psychologist can test and write 
reports for two patients a day if he uses only the barest minimum of 
essential tests. More elaborate diagnostic testing will limit him to three 
or four patients per week. The same barrier to complete case records 
exists to the same or even to a greater extent for all the professional 
specialties. The psychiatrist, upon whom responsibility for treatment 
falls, would not have time to read complete case records for all patients 
even if they were available. He must depend largely upon the case 
summary to guide him in the majority of instances, reading the details 
of case reports only for problem patients who are responding poorly to 
treatment. Whatever his personal wishes, he can do nothing else in 
the typical clinical setting. 

In some hospitals and clinics the patient or one of his friends or 
relatives fills out a series of forms, which provide details of the patient's 
personal-social background. This procedure saves time but loses the 
opportunity for significant behavioral observations which a professional 
person could make. An interesting departure from the usual procedures 
for gathering systematic case history data is a method, sometimes called 
“dynamic” or “projective,” which is oriented to psychoanalytic theory. 
During the first interview, the patient is encouraged to talk about his 
early history, to describe his home, family, playmates, and the like. The 
underlying assumption is that whatever aspects of the patient’s past life 
were important to him will appear in some form as the interview un- 
folds. He may reveal signs of obvious tension when he mentions his 
mother, for example, or he may talk exclusively of her, or he may not 
mention her at all. With additional interviews, a sizeable body of per- 
sonal-social history data is gathered; but more important, the significance 
of the material will appear as well. The usual purpose of the therapeutic 
interview is thus fulfilled, but the additional questions elicit informa- 
tion needed for a personal-social history report, which may be separately 


prepared. 


The Personal-Social History. The following outline for the standard 
recording of a psychiatric case record is sufficiently complete for most 
purposes. Ordinarily much time would be required for filling it out; 
however Wells and Ruesch, who prepared the outline for their Mental 
Examiners Handbook (35), provide a simple "cue sheet" which saves 
considerable time. The presence of a finding is indicated by checking 
or circling the appropriate number under each heading. When sup- 
plemental information is desirable, a word or phrase may be added to 
augment the record. Thus under Birth and Diseases, number 8, “head 
injury” may be checked and some explanatory phrase added such as 
"accidentally shot in forehead by older brother." Similarly, identifying 
information such as name, address, age, etc., may be extended to in- 
clude previous addresses, name of the referring physician, etc. 
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Sranparp Recorpinc or PsycuiaTric Case Stupy * 


Name Date 
Address Age 
Sex M F 


CnuirpHoop History 


This section includes the period from birth to the age of 16. Findings 
checked here should not be rechecked under Adult History. 


Birth and Diseases 
l. Premature birth 

2. Instrumental or operative 
birth 

3. Malformations (cleft palate, 
spina bifida, etc.) 

4. Birth injuries 

5. Congenital mental deficiency 

6. Allergic diseases (asthma, ec- 

zema, urticaria) 


Home, Parents and Environment 
1, Adopted child or one step- 
parent 
2. Raised in foster home or or- 
phanage 
3. Only child 
4. Sheltered childhood 
5. Dissension at home 
6. Broken home (one parent 
left before age 16) 
7. Strict mother 
8. Strict father 
9. Rejection by father 
10. Rejection by mother 
11. Overprotective father 
12. Overprotective mother 


Neuropathic Traits 

1. Minor neuropathic traits 
(nail-biting, thumb-sucking) 

2. Nervous breakdown (depres- 
sion, states of excitement) 

3. Persistent fears 

4. Persistent nightmares 

5. Persistent obsessions 

6. Persistent compulsions 

7. Tics, stammering, stuttering 


19. 


20. 


. Nervous diseases (myopathies, 


poliomyelitis, Little's disease) 
Head injury 

Loss of consciousness (fainting, 
coma) 


. Convulsions 
. Accidents 


. Dominant father 
. Dominant mother 
. Death of parent before age 16 


Bicultural background (parents 
speak different language) 


. Intimate contact with diseased 


persons 


. Unfavorable social environment 


(slum, substandard, or delin- 
quency neighborhood) 
Premature sex experiences (in- 
tercourse before 16, assault, 
witness to coitus) 

Excessive parental ambition for 
child 


. Behavior problems  (truancy, 


fights, disciplinary problems) 


. Antisocial behavior (criminal as- 


sault, stealing) 


. Enuresis beyond 3 years 
TIT 


Emotional overreactions, sud- 
den outbursts (temper tan- 
trums) 


* From F. L. Wells and J. Ruesch, Mental examiners’ handbook (2d ed.; New 
York: Psychological Corporation, 1945), pp. 5-11. Reprinted by permission of the 


author and the Psychological Corporation. 
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Personality 
1. Difficulties with other chil- 5. Extreme day-dreaming 
dren 6. Cruelty 
2. Difficulties at school 7. Fights and aggressiveness 
3. Sibling rivalry 8. Hyperactivity 
4. Shy, withdrawn 


Educational History 
1. Started school late (after 7) 3. Repeated grades 
2. Less than eighth grade educa- 
tion 


ApuLT HisrORY 


This section includes the period from age 16 up to the time of the ex- 
amination. Items referring to events which occurred in childhood should 
not be marked in this section; however, if signs or symptoms carry over into 
adulthood, they should be checked. 


Diseases 


l. Head injury (one or more) 8. Accidents 
2. Nervous disease (poliomye- 9. Fractures (2 or more) 
litis, multiple sclerosis, neuro- — 10. Industrial poisoning 


syphilis, etc.) 11. Venereal infection 
3. Convulsive disorder 12. Cardiovascular disease 
4. Migraine 13. Respiratory disease 
5. Major functional psychosis 14. Endocrine disease 


(schizophrenia, manic-depres- 15. Rheumatic disease 

sive psychosis ) 16. Gastrointestinal disease 
6. Major operations (2 or more) 17. Allergic disease 
7. Minor operations (3 or more) 


Gynecological-Obstetrical History 


l. Two or more gynecological 4. Premature or stillborn children 
operations 5. Persistent dysmenorrhea 

2. Two or more obstetrical op- 6. Periods of amenorrhea 
erations 7. Sterility 

3. Spontaneous or operative 8. Menopausal syndrome 
abortions 

Environment, Home and Social Status 

l. Living alone 4. Conflict with the law (arrests, 

2. Unfavorable environment sentences) 
(slum or substandard 5. Conduct disorder 


housing) 

3. Change of residence (more 
than 3 changes in last 3 
years) 
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Occupational History (last 3 years) 


1: 


2 
zh 


Habits 
2: 


Sex 


Vid v) PS 


More unemployed than em- 
ployed 

More than 6 jobs 

More than 3 occupations 


Tobacco abuse (more than 
20 cigarettes, 5 cigars, 10 
pipes daily) 
Drug abuse 


. Coffee abuse (more than 5 


cups in one session or more 
than 3 occasions daily) 


. Alcoholism (more than 1 qt. 


whiskey, or 20 bottles beer, 
or 5 bottles wine per week) 


. Impotence or ejaculatio prae- 


cox 


. Frigidity 

- Coitus interruptus 

. Sexual promiscuity after 25 

. Persistent masturbation after 
25 


Neuropathic Traits and Symptoms 


E 


Mibwn 


Nervous breakdown (depres- 
sions, states of panic and ex- 
citement, catatonic episodes) 


. Easily upset 

. Easily tired 

. Anxiety attacks 

. Anxiety tension (muscular 


tension with agitation and 
“nervousness” ) 


6. Nightmares 

7. Fears or phobias 
Interests 

l. No interests 

2. Gambling 
Religion 

l. Atheist or no religion 


2. Member of small sect 


wt 


sO oo 


m OO OND 


. Metapsychic interests 


. Known to social agencies 
. Last job held terminated within 


6 months 

. Military Service—type of dis- 
charge 

. Abstainer 

. Occasional drunkenness only 


(little alcohol consumption in 
between) 


. Low alcohol tolerance, emo- 


tional manifestations after 2 
drinks of whiskey, strong liquor 
or its equivalent 


. Injured while drunk 
. Injured in fight 


. Regular extramarital relations 
. “Unhappy” sex experiences 

. Homosexuality 

- Other perversions 

. First intercourse before 16 

. Divorce or separation 


. Obsessive thoughts and compul- 


sions 


- Mood swings 
. Transitory affective disturbances 
- Speech disturbances (stammer- 


ing, stutterin, 

Tics a 

(mind- 
reading, hypnotism, astrology, 
etc.) 


. Radio, newspapers only 


- Change of religion 
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Famity History 


Note diseases occurring in own siblings, parents, siblings of parents, and 


grandparents. 


Diseases 


1. Suicide 

CNS disease 

Mental disease 

. Mental deficiency 
Nervousness 
Nervous breakdown 
. Heart attacks : 
. High blood pressure 
. Sterility 

. Convulsions 


C30 00-10 a c vs t3 


= 


. Fainting 

. Chronic invalidism 

. Malformations 

. Allergic diseases 

. Crime 

. Alcoholism 

. Venereal disease 

. Tuberculosis 

. Accidents, war casualties 
. Neoplasms 


Present SYMPTOMS AND COMPLAINTS 


Mark the outstanding symptoms and complaints at the time of the ex- 
amination. Do not include symptoms and complaints which occurred only 


in the past. 


Feelings 
l. Feelings of apprehension 
2. Feelings of isolation 
3. Feelings of guilt 
Ay 


Lack of guilt feelings after 


misbehavior 


Physical Symptoms 


1. Poor health 

2. General nervousness 
3. Fatigue 

4. Weakness 

5. Sleeplessness 

6. Crying spells 

7. Sweating 

8. Trembling 

9. Flushes 

10. Vomiting 

‘1. Diarrhea 

12. Extreme constipation 
13. Poor appetite 

14. Anorexia 

15. Hyperexia 

16. Urinary frequency 


. Feelings of inadequacy and in- 


security 


. Fear of losing love objects 


General unhappiness 


. Mourning 


. Enuresis 

. Impotence-frigidity 

. Headache 

. Dizziness 

. Loss of consciousness 

. Convulsions 

. Diffuse aches and pains 
. Paraesthesis, itching 

. Breathlessness 

. Smothering 

. Paralysis 

. Low back pain 

. Difficulties of expression 


(speech) 


. Gritting teeth, clenching fists 
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Ideas and Content of Thought 
l. Disappointment about fail- 
ure 
2. Intellectual inefficiency 


. Ideas of reference 
. Excessive self-observation 
- Doubts and inability to make 


oo NAW 


3. Self-accusation and condem- decisions 
nation Fears 
4. Ideas of persecution 
Body Regions Involved 
1. Head 7. Genitalia 
2. Face 8. Anus 
3. Mouth 9. Arms and hands 
4. Neck 10. Legs and feet 
5. Chest ll. Pelvis 
6. Abdomen 12. Diffuse 
System Involved 
1, Motor system 9. Gastrointestinal tract 
2. Somatic sensory system 10. Urinary tract 
3. Smell and taste ll. Joints and bones 
4, Vision 12. Sex apparatus 
5. Hearing 13. Equilibrium and vestibular ap- 
6. Skin paratus 
7. Respiratory tract 14. Diffuse 
8. Circulatory system 


The nature of the quantitative and impressionistic information in- 
cluded in the case record will not be reviewed here, for such material 
is covered elsewhere in the present volume. Chapters 5, 6, 7, among 
others, give a number of illustrations of how test and other quantita- 
tive data are used for furthering clinical understanding of the patient. 
The section on nonverbal behavior in the interview, page 99f in 
the present chapter, contains numerous examples of the variety and 
uses of impressionistic information. 


The Treatment Record. The treatment record provides an account 
of what was done for the patient and how he responded. This is the 
most important purpose of the record, for it marks the milestones of the 
patient's progress or signalizes the lack of it. In addition, this record, 
along with the other information in the clinical folder, is a useful 
source of research data. By surveying a wide variety of case records, 
significant clinical hypotheses will arise concerning which patients 
improved with what treatment. Such hypotheses can then be verified 
or rejected later by carefully controlled studies. 

Accordingly, among the materials included in the clinical folder is 
a continuous record of all treatment received by the patient. For a 
nonhospitalized or outpatient, this record may consist only of brief 
therapeutic interview notes and, perhaps, the findings of a physical 
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examination. By contrast, the treatment record of a patient who has 
been hospitalized for a long time will typically be both lengthy and 
; diverse in content. Thus the results and recommendations of a physical 
examination will be reported and, later in the record, the action taken 
will be noted, such as performance of a needed tonsillectomy, treatment 
for anemia, fitting the patient with glasses, or whatever the medical 
recommendations called for. Any physical illness which the patient 
may have had while hospitalized will be listed in the folder. The doc- 
tors orders, nurse's notes, medicines given, etc, which concern the 
patient's physical and, of course, his mental illness, are also included. 
In many hospitals behavior rating sheets are filled out by all persons, 
such as attendants, nurse's aides, occupational therapists, manual arts 
teachers, and others who are in regular contact with the patient. These 
rating forms are often inserted directly into the folder, and for good 
reason, since the best evidence of improvement for the slow-to-recover 
patient is commonly found in such ratings. Anyone may observe the 
marked behavioral changes which often follow treatment by shock 
therapy or prefrontal lobotomy, but the gradual modification of be- 
havior which may be associated with group therapy sessions or other 
rehabilitative effort will be most clearly revealed to those who are in 
daily contact with the patient. 

Á large portion of the treatment record is composed of the interview 
notes prepared by the psychotherapist. Since a given patient may have 
as many as twenty or even more therapeutic interviews, these notes may 
achieve formidable bulk. As Sarbin (28) has observed, three general 
forms of notes may be found in case records: (1) the one-phrase or one- 
line digest, (2) attempts at complete reproduction, and (3) selection 
and interpretation of the interview material. While possibly better 
than no notes at all, the one-line digest is virtually useless because of 
its brevity. Attempts at complete reproduction, on the other hand, are 
impractical because of the difficulty in getting everything down and be- 
cause the clinically significant material is buried beneath a mountain 
of verbiage. It is interesting to observe in this connection that when 
complete phonographic transcripts of interviews are made for research 
purposes, the usual selective and interpretive summary may be written 
up and filed along with the complete transcript. 

In the article referred to previously, Sarbin emphasizes that the 
functions of any interview records are well served by the “selection and 
interpretation" approach. To summarize Sarbin's points, it may be 
stated that good interview notes enable the therapist to review previous 
interviews and assess progress in therapy. Should a transfer to another 
therapist be necessary, the notes will acquaint the second therapist 
with the significant details of the case. A similar objective is reached in 
that the notes will inform the supervisor of the activities of his staff and 
also permit him to follow the progress of interns in training. Finally, 
in addition to research uses, the interview notes are protection against 
misinterpretation and misquotation. This last is of grave importance, 
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for it is not uncommon that a patient may assert, for example, “My 
psychologist told me to get a divorce,” when the psychologist said no 
such thing. Thus particular attention should be paid to any instruc- 
tions given to the patient when writing up the notes. 

The following excerpt is taken from the notes recorded for the sec- 
ond interview with Carl Ignotus, a young man aged twenty, who had 
been referred by his physician to a mental health clinic. Carl had come, 
as he put it, “for help in understanding myself and in finding the right 
job.” The first interview was devoted to an account of previous jobs 
(eleven jobs in fifteen months) which Carl had held, and his experi- 
ences with a brutal father who had been divorced by Carl’s mother two 
years before. In the days between the first and second interview, several 
psychological tests were administered. A summary of these findings are 
presented in a sample clinical report at the end of the present chapter. 
The excerpt immediately following represents notes which cover the 
first ten or fifteen minutes of the second interview, which lasted an hour 
altogether. There is nothing unusual about the notes. They are in- 
tended only to condense the significant material which appeared in 
the interview. 


Carl remarked that he was puzzled that his mother would be interested 
in dating other men in view of her unhappy experiences with Carl’s father 
prior to their divorce two years ago. He said that he worried about his 
mother when she was out on dates, and he was unable to sleep. He added 
that the lack of sleep did not matter, as he was kept awake by his asthma 
attacks anyway. When asked about other attacks of asthma and the circum- 
stances associated with them, Carl mentioned some of his “worst times.” 
One of these instances was particularly terrifying to him because he was all 
alone and his mother was more than two hours overdue from a shopping 
trip. Carl appears to be unaware of his dependence upon his mother and the 
possible relationship between his attacks of asthma and his mother’s ab- 
sence. This area should be explored later.5 


The Clinical Report. Perhaps the weakest link of communication 
between clinical psychologists and members of other professional 
groups is the clinical report. All too frequently clinical reports are 
unnecessarily long, and, what is worse, crammed with jargon like color 
Shock, scatter, and a host of similar phrases which are meaningless to the 
nonpsychologist. As Foster (9, p. 195) remarks with some asperity, 
"The psychologist should be able to report the results of his work with- 
out wind and water.” The difficulty is chiefly that many psychologists 
do not have the reader in mind nor do they organize their reports for 
him. In their excellent work on report writing, Hammond and Allen 


5 Permission to publish these reports is extended by the author to The Ronald 
Press Company. Ordinarily, identifying information such as place and date of 
birth, home and business addresses, referral sources, etc. are included at the top 
of the report or case outline. For economy of space these data are omitted here. 
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(12, p. 9) assert that only three steps are involved in adapting the re- 
port for the reader, “(1) studying the reader; (2) planning the report 
to fit the reader's needs; and (3) writing so that the reader can quickly 
and accurately comprehend the correct meaning.” A psychiatrist wants 
different information from the clinical report than does the vocational 
counselor, and the teacher of exceptional children needs information 
different from that required by either of the other two. There is no 
single report which fits the needs of all possible users. 

To be of maximum service, the clinical report must, therefore, be 
organized with the needs of those who will use it kept firmly in mind. 
Hammond and Allen (12, p. 41) list three stages in this organization 
process, “(1) determining the material to be included in the report; 
(2) selecting or developing the most effective plan for presenting this 
material; and (3) executing the plan.” This means that certain data 
will be omitted, some treated lightly, and some will be fully covered, 
depending upon the needs of the person using the report. Thus a psy- 
chiatrist will usually desire details of personality dynamics, while the 
vocational counselor will prefer to have an elaboration of the patient's 
interests and aptitudes. The teacher of exceptional children, on the 
other hand, may be primarily interested in ability to learn. All three 
would be interested, but in different degrees, in other findings, such 
as indications of organic brain damage or evidence of sensorimotor 
handicaps. The vocational counselor, for example, might wish to 
know details of the extent and type of color blindness, while the psy- 
chiatrist’s or the teacher's interest would not ordinarily go beyond the 
existence of the fact alone. 

The following clinical report is one prepared at the request of a 
psychiatrist. It concerns the case of Carl Ignotus, the young man whose 
interview case note excerpt was presented earlier in the present chapter. 
The report follows the general pattern recommended by Hammond 
and Allen (12), and it is a regular “working” report, not a model. Its 
aim is to tell the psychiatrist briefly what the psychologist has learned 
about the patient thus far, thereby providing the psychiatrist with in- 
formation which will assist him in formulating the treatment program. 
Thus the report is short and concise, for as Foster (9, p. 195) asserts, 
“Actually, it is the rare report which requires more than one typewritten 
page.” No space is wasted on remote possibilities or idle speculations 
concerning the test findings. Further, when the evidence is clear, the 
fact is so stated without any protective screen of circumlocution, such 
as “it seems possible that . . .” Particular attention is called to the 
absence of technical details in the report. Nothing is said of the high 
F plus %, the 17 M (12 good M), the shift to rare details when card 
VI was encountered, the sharply elevated neurotic triad of the MMPI 
with Pt at 81, Sc at 73, etc. Such details are unnecessary for the report. 
They satisfy nobody, for the psychiatrist is exasperated by such padding 
and jargon, while another psychologist would want to see the test proto- 


124 AN INTRODUCTION TO CLINICAL PSYCHOLOGY [4 


cols and scores for himself. The soundest procedure is to leave out 
such distractors. 

After reading the report below, the psychiatrist had a 20-minute in- 
terview with the patient and approved the recommendations in the re- 
port. He assigned the patient to a psychologist for individual interviews 
and requested a progress report before the patient was enrolled for 
group therapy sessions. 


PsycuotocicaL Report on Cart IcNorUs 9 


Tests ApMriNisTERED. Wechsler-Bellevue, ACE Psychological, MMPI, 
Rorschach. 


Summary: This patient was referred for psychiatric help because of 
asthma attacks, which seem to appear only when he is emotionally disturbed, 
and because of extreme indecisiveness in choosing a career. During the past 
fifteen months he has held eleven jobs, chiefly clerical in nature, two of them 
lasting only one day. Although twenty years old, the patient speaks of his 
mother and his friends in the manner of a child of ten, referring to his 
mother as "Mommy" or “Moms.” The only friends he mentioned were 
women about his mother's age, and whom he called “auntie.” When asked 
about other friends and about reasons for leaving his various jobs, he replied 
that he had no other close friends and that he had left most of the jobs be- 
cause his asthma was aggravated owing to dust. He remarked that on several 
jobs the people were “nasty and crude” to him. Throughout the interview, 
the patient revealed signs of tension, such as twisting his handkerchief, wip- 
ing perspiration from his hands and neck, speaking in a tremulous voice at 
times, etc. 

The patient is of superior intelligence (I.Q. 128); his best scores were 
earned on test items which dealt with verbal or linguistic aspects of intelli- 
gence, while his scores on performance or quantitative items were only 
slightly above average for college populations. Intellectually he is capable 
of doing college work at an above-average level. However, the personality 
test data indicate that emotional disturbances overwhelm the patient and 
interfere with his effective functioning in most social situations, academic 
and otherwise. This is not true of his behavior in concrete, nonpersonal 
situations. Essentially, the patient is a withdrawn person, quite egocentric, 
compulsive, and anxious. There is strong evidence that he is incapable of 
relating himself to other persons and that he is threatened by problems 
which must be handled with or through other people. His anxieties seem to 
center about sex; however, there are no indications of homosexyality. His 
method of dealing with his anxieties appears to be either avoidance by 
incapacitating himself (asthma) or occupying himself with fussy details, 
such as being precisely on time, combing his hair just so, etc. While out- 
wardly dependent upon his mother, the patient's dependence is of an ego- 
centric, demanding kind in which the mother (or mother-equivalent 
"aunties") is used as a shield between him and the rest of the social world. 


Procnosis AND RECOMMENDATIONS. In view of the patient's strong 
motivation to improve and his intellectual adequacy, it is likely that he will 
respond quite favorably to a short series (4 or 5) of individual interviews 


ê Ibid. 
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which are first cathartic and then interpretive. Group therapy sessions are 
recommended after the individual interviews. The patient’s verbal and in- 
tellectual competence should enable him to do well in the group sessions, 
permitting him eventually to relate himself to other people without being 
engulfed in an emotional upheaval. There may be some difficulty if the 
patient is pressed with interpretations too early or too rapidly during the 
individual interviews, for he may withdraw from the situation, probably by 
illness. 


Summary 


The interview is the most widely used clinical tool for supplying 
or receiving information and for influencing behavior. If employed by 
a trained person, the interview has a high degree of validity and reliability 
for broad clinical judgments. While interviews may be conducted any- 
where, the best conditions are those characterized by privacy, freedom 
from interruption, and a general atmosphere of calmness. Under such 
conditions, if the clinician is also able to communicate a warm accept- 
ance of the patient, rapport will be established firmly and the interview 
can be carried on effectively. During the interview, certain nonverbal 
behavior on the part of the patient has useful diagnostic value. The pa- 
tient’s gait, expression, posture, etc. commonly offer explanatory hypoth- 
eses concerning his area of maladjustment. Similarly, the rate of 
speech, topics which are avoided, digressions, and word choice supply 
numerous clues which help the clinician in understanding the patient’s 
difficulties. 

While certain general techniques apply to any interview situation, 
the purposes of different interviews vary considerably; hence special 
problems may arise. Thus the intake or admission interview is chiefly 
concerned with the patient’s presenting complaints, while the personal 
and social history interview aims at gathering background data which 
may have a bearing upon the complaints. The screening or diagnostic 
interview, by contrast, seeks to arrive at a judgment concerning the pa- 
tient’s condition. Interviews are also held prior to and after psycholog- 
ical test administration, and as a means of introducing a patient to 
therapy. In other cases the interview is used to assist friends and rela- 
tives in their dealings with the patient. Finally, when the patient is 
ready for discharge, an exit or termination interview is conducted to 
facilitate the patient’s transition from hospital to home. 

Interview findings, along with other material, are customarily filed 
in a clinical folder or case record. Four types of information are in- 
cluded in the case record: (1) historical, or background data on the 
patient’s past life; (2) quantitative, or test and measurement results; 
(3) impressionistic, or nonverbal behavior, as gestures, posture, etc.; and 
(4) the treatment record, or data on medical treatment, psychiatric in- 
terview notes, and the like. The logic behind such records is that the 
explanation for the patient's present behavior will be found in the past 
and that any improvement or lack of it will be reflected in the accounts 
of treatment in the clinical folder. 
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Chapter 5 


INTELLIGENCE TESTING AND 
CLINICAL PRACTICE 


By Ann Macarer Garner, Pu.D. 


les DIAGNOSTIC GOAL of the clinical psychologist is the understanding 
of his patient as a unique individual. This is an ambitious goal, and 
one that cannot be achieved by the use of any single method. The 
qualified clinician brings to his job skills in the administration and 
interpretation of many specific techniques, as well as expertness in ob- 
serving and comprehending human behavior. His flexibility in using 
these qualities in ways appropriate to the needs of his various patients 
determines the success with which the clinician achieves his diagnostic 
oal, 

: Intelligence testing is only one of many methods for understanding 
patients, and its results have only limited meaning when considered 
alone. Like any other diagnostic technique, an intelligence scale is 
most productive if it is used in conjunction with interview material 
(see Chapter 4), with scores on other tests (see Chapter 6), with per- 
formance on projective instruments (see Chapter 7), and with general 
observations of the patient's behavior. Like other techniques also, 
an intelligence scale is employed when the diagnostician wishes to an- 
swer certain kinds of questions regarding his patient's behavior. Isolated 
from a more extensive study of the patient, or applied inappropriately, 
an intelligence measurement, no matter how accurate, will yield in- 
complete or distorted results, 

An appraisal of the general intelligence of the patient has sometimes 
been mistakenly considered the most important diagnostic function of 
the clinician. One analysis of occupations in psychology, for example, 
shows that 41 per cent of a sample of psychologists employed in guid- 
ance centers, clinics, and agencies report “mental test administration 
and interpretation” as their principal function (77). This undue em- 
phasis on intelligence testing has been to some extent historically de- 
termined. To a larger extent, however, it reflects the assumption that 
general intelligence, as measured by objective tests, bears significant 
relationships to successful or unsuccessful adjustment in a variety of 
life situations. 
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Early Development of Intelligence Tests. Intelligence tests are the 
product of two trends in the history of psychology. One was the in- 
creasing interest in individual differences, which resulted from the wide 
diffusion of the evolutionary point of view during the latter half of the 
nineteenth century. The other was the growing concern with the practi- 
cal educational problem of classifying and placing children in school. 
These two trends converged, as we shall see, in the work of Binet, and 
led to the construction of a scale which became the model for later 
intelligence tests. 

The evolutionary doctrine, developed first in biological science, was 
influential also in the allied field of psychology. The problem of the 
origin of differences between species brought into focus the related 
problem of identifying differences among individuals. Because the 
nineteenth-century experimental psychologists dealt principally with 
the topics of sense physiology and rote learning, and directed their 
studies toward narrowly restricted activities of their laboratory subjects, 
the identification of individual differences in performance was likewise 
limited to uncomplicated tasks. The English scholar Sir Francis Gal- 
ton, for example, early obtained data regarding individual differences in 
discriminating between weights, in distinguishing tones of different 
pitches, in reaction time, pain sensitivity and imagery, on the question- 
able assumption that these abilities were related to general intelligence. 

Late in the nineteenth century, the American psychologist Cattell, 
one of Wundt’s students, applied similar tests to a group of college 
freshmen. Other psychologists and psychiatrists—Kraepelin, Oehm, 
Miinsterberg, and Jastrow, to mention only a few—developed simple 
tests to reveal individual differences in response. The approaches of 
these men resembled one another in selecting simple sensory-motor tasks 
and restricted performances to demonstrate differences among indi- 
viduals. 

"Toward the close of the century Alfred Binet raised a serious objec- 
tion to this general approach. He argued that the behavior which re- 
flects general intelligence is behavior involving complex functions, 
rather than sensory or motor tasks. The development of Binet's point 
of view may be traced through a series of papers published between 
1895 and 1902 (10), in which he recorded his fruitless search for 
single measures related to general intelligence, and his careful observa- 
tions of complex behavior, and revealed his growing sophistication re- 
garding methods of classifying persons in intelligence, and his un- 
swerving insistence upon psychology as a study of the individual. 

Binet's efforts gained impetus from the increasingly recognized need 
for a system of classifying school children according to levels of ability. 
In 1904 the French Ministry of Public Instruction appointed a commis- 
sion to study criteria for the placement of retarded children in a special 
school. This appointment constituted for Binet and his colleague 
Simon a challenge which they met by the publication, in 1905, of a’ 
scale for the measurement of intelligence (11). This first scale was 
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built on principles which still underlie many of our modern measuring 
instruments. 

The thirty items comprising the 1905 scale, arranged in order of 
difficulty, included tests of judgment, comprehension, and reasoning, as 
well as simple sensory tasks. These items were standardized on children 
with average grade placement in primary schools, and on children con- 
sidered subnormal. Results for an individual child could therefore be 
stated in terms of the number of years he fell behind or advanced be- 
yond the norm for his age. Three years later, in 1908 (12), a revision 
of the scale was published, containing additional items and locating the 
items at age levels on the basis of further empirical test. In this revision 
an item was considered appropriate to a given age if from 50 to 90 
per cent of a group of normal children succeeded with it. Comparisons 
made between teachers’ ratings of children’s ability and test scores in 
terms of age suggested that the scale had validity as a measure of school 
aptitude. 

The publication of the Binet-Simon scales was greeted enthusiastically 
by workers elsewhere who faced the same need for classifying school 
children according to general intelligence. In this country the interest 
in child psychology, and the practical problem of administering training 
schools for the intellectually retarded, had already prepared the way for 
a favorable reception of Binet’s work. Translations of the scale by God- 
dard, condensations and revisions by Kuhlmann, inclusion of the items 
in Whipple’s manual of mental and physical tests, and the ready ac- 
ceptance of the age-scale principle by Terman reflected this interest. 
By the time a second revision of the Binet-Simon scale was published by 
its authors in 1911 (13), the “mental testing movement” was already 
under way.* 

The history of intelligence testing from this point on is a history of 
additional revisions of the original scale, of wider and wider use of the 
measures, and of variations in the techniques of test construction and 
scoring. It is a history of upward and downward extensions of intelli- 
gence scales to cover ages from infancy to later maturity, and of the 
development and general application of group testing procedures. The 
publication of the Stanford and Kuhlmann (54) revisions of the Binet 
scales, and the introduction of the intelligence quotient as a measure of 
rate of intellectual development, are both important milestones. So also 
are the construction of point scales and the use of factorial analysis in 
the selection and weighting of items. These significant gains were made, 
however, against a background of continual controversy, among lay and 
professional persons alike, over the meaning, the importance, and the 
determinants of intelligence test scores. 

For the clinical psychologist, the story of the development of tech- 
niques for measuring intelligence has special meaning. The practical 


1 For a detailed review of the early history of intelligence testing, see J. Peterson, 
Early conceptions and tests of intelligence (Yonkers: World Book Co., 1925). 
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importance of Binet’s work and the extension of test methods in schools, 
social agencies, and clinics testify to the usefulness of intelligence scales 
as diagnostic instruments. On the other hand, emotional arguments 
over the use and abuse of the tests, ending either in enthusiastic over- 
evaluation or downright denunciation of all intelligence measures, have 
frequently made it seem as if an obtained I.Q. were the only aspect of 
the patient’s behavior worth considering. The clinician is rare who has 
not at some time momentarily suspected that by administering an in- 
telligence scale he might fulfill completely his professional responsibility 
to his patient. But neither a single technique nor an analysis of a single 
aspect of behavior can do justice to the complexity of the unique indi- 
vidual who constitutes the clinician’s material for study. 


Significance of Intelligence Tests in Clinical Diagnosis. The time 
is past in clinical diagnosis when all patients perform on the same in- 
struments, regardless of the questions raised about them. Today the 
clinical psychologist includes a particular measure in the study of his 
patient only when it is necessary and appropriate. Ordinarily he con- 
siders an intelligence scale necessary and appropriate in two circum- 
stances: when he needs observations of his patient’s reaction to relatively 
structured intellectual tasks, and when the diagnostic problem is one 
which a score on an intelligence scale could be expected to clarify. 

The clinical application of an intelligence scale may call forth from 
the patient general reactions not easily observed with other techniques. 
For example, the administration of an individual intelligence test places 
the patient in a close interpersonal relationship with the examiner; we 
shall see later that the social give-and-take in this situation may provide 
important clues to the patient’s unique personality structure. By con- 
trast to other interpersonal diagnostic situations, however (see Chapter 
4), intelligence scales typically present the patient with highly struc- 
tured, organized tasks, and demand from him structured, organized 
responses. Patients who seem diffuse and scattered in freer situations 
may perform quite differently in more restricted settings. Differences 
such as these constitute significant observational material for the diag- 
nostician. 

By its emphasis on the "intellectual" aspects of behavior, an intelli- 
gence scale may also provide a useful framework for patient observation. 
Most patients can identify an intelligence test, whether they are told the 
nature of a given examination or not. Some patients will welcome an 
opportunity to display their intellectual efficiency, while others will be 
particularly threatened by such tasks. Again, these differences in ap- 
proach and motivation are important to the clinical psychologist. 

Specific personal or emotional material, however, is usually kept at a 
minimum in intelligence tests. Consequently, the patient should find 
the content of the tasks relatively bland and unthreatening, in contrast 
to the stimulus materials of most personality tests. The extent to which 
a patient still perceives the intelligence tests in personalized ways, or finds 
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the content disturbing, provides further important information to the 
diagnostician. Most important, however, intelligence tests commonly 
require the patient to solve novel problems through thinking or reason- 
ing. The steps through which the patient goes in problem-solving, his 
verbalized habits of thinking and reasoning, and his tendency to check 
or ignore the accuracy of his replies furnish a picture of his typical ap- 
proach to a primarily intellectual situation. 

There are many diagnostic problems which a score on an intelligence 
scale may clarify. Such problems occur in areas where relationships 
have been identified between intelligence test scores and performance 
in life situations. Research on intelligence tests has supplied more 
dependable descriptions of these relationships for some kinds of behavior 
than for others. For example, we know more about the relationship 
between I.Q. and school success than between I.Q. and susceptibility to 
behavior disorder. We know less about the correlations between 1.0. 
and marital happiness than between I.Q. and certain forms of brain 
disease. We are better able to state these relationships for groups of 
subjects than for a particular patient who comes to the psychologist’s 
Office. 

There are some common clinical problems which require the in- 
clusion of intelligence tests among the techniques employed by the 
diagnostician. The child who is referred for school failure and is de- 
scribed by his teachers as dull illustrates a problem of this kind. School 
failure may be the result of retardation in intellectual development. It 
might, instead, be an expression of many other difficulties, such as illness, 
poor vision or hearing, inadequate instruction in the early grades, too 
much or too little freedom in the classroom, an unfriendly school atmos- 
phere, fear and timidity, or preoccupation with problems at home. The 
position of measured general intelligence among the factors contributing 
to school failure is indicated by the low positive correlations, averaging 
around .50, which are consistently obtained between intelligence test 
scores and school grades. 

The clinical psychologist dealing with a case of school failure or- 
dinarily begins by diagnosing general intelligence. In this way he can 
check on the hypothesis of intellectual retardation as one explanation 
of the child's difficulties, and make some predictions regarding later 
school progress. But whatever the test results, the clinician's use of in- 
telligence measures still does not absolve him from examining with 
equal care the other possible factors contributing to school failure in 
this particular child. 

Under any circumstances where the efficiency of learning or the ease 
of adapting to a new situation is important, the diagnostician may find 
that intelligence test scores help him to understand his patient's be- 
havior. He has some information regarding the correlation between 
measured intelligence and the ease of rehabilitation of physically handi- 
capped persons. In estimating the probable success of children in foster 
homes, special schools, or of delinquents on parole (44), and in evalu- 
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ating the course of convulsive or brain-damaged patients (52), the 
diagnostician may use intelligence tests as one source of information. 

The clinical psychologist often needs scores from intelligence scales 
as aids in selecting other diagnostic techniques he uses with his patients, 
and in interpreting their results. Many techniques for the appraisal of 
personality and interest (see chapters 6 and 7), are appropriate only to 
patients of certain levels of intelligence. More important, however, 
there are some varieties of patient response which are expected from 
persons of restricted intelligence, but which carry other—often ominous 
—significance when made by more intelligent patients (8, 74). The 
accurate interpretation of a wide range of diagnostic techniques requires 
the framework of a general intelligence measure. 

'The choice of type of therapy to be used in cases of behavior dis- 
order may depend upon a diagnosis of general intelligence. Contem- 
porary psychotherapy (19, 27, 58, 66) is essentially a learning process 
through which the patient comes to understand and accept his attitudes 
as his own, and reorganizes them to suit the demands of his culture as 
well as his personal, private needs. The thoroughness with which he 
masters this learning problem—the extent to which psychotherapy is 
successful—is determined largely by his acquired and preferred patterns 
of self-justification and defense. It is determined to no small degree, 
however, by the general adaptability to unfamiliar situations which is 
measured by intelligence scales (94). The patient whose flexibility is 
limited by severe intellectual immaturity can no more be expected to 
achieve insight into the relationships in his own behavior than can the 
retarded child be expected to grasp school subject matter too difficult 
for him. 

We have said that general intelligence is by no means always pivotal 
in the clinician’s understanding of his patient. The relationships estab- 
lished between intelligence test scores and behavior in life situations are 
diversified. "They are never close enough to permit the clinical psy- 
chologist to ignore other factors in making his diagnoses. But even 
when the prime consideration seems to be the measurement of general 
intelligence, the psychologist still faces a difficult task. The choice of 
an appropriate group of tests, the process of administering the items, the 
interpretation and reporting of test scores, and the evaluating of his 
patient's reactions in the interpersonal test situation still require of him 
a competence and understanding that go far beyond mere technical skill. 


The Clinical Psychologists Choice of Instrument 


The first task of the psychologist in making a diagnosis of general 
intelligence is the selection of a group of instruments appropriate for 
his patient’s needs. To be able to do this, the clinician must be familiar 
not only with the wide variety of available intelligence scales, but also 
with many other factors affecting the responses made to them—the 
patient’s age and educational background, the ease with which he uses 
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language, his possible physical handicaps, and his ability to work under 
time pressure. The diagnostician rarely finds that one measuring in- 
strument alone provides a rich and dependable enough sample of be- 
havior to permit him to describe his patient's general intelligence. 

The clinician's procedure in diagnosing general intelligence is that 
of obtaining samples of his patient's behavior under carefully controlled 
conditions, and then comparing the patient's responses with those of a 
well-defined group of persons who have been examined under the same 
conditions. A sample of behavior obtained in this way is called a test. 
Tests are conventionally arranged in a scale according to some principle 
of organization. Binet, as we have seen, placed his tests along a scale in 
order of their appropriateness to increasing chronological age levels. A 
scale yields a score, expressed either as the total number of items passed, 
or as some derivative of the total, such as a standard score, a percentile 
rank, or an intelligence quotient. Although the score is a quantitative 
expression of general intelligence, it cannot be considered a statement 
of the absolute amount of intelligence which the patient possesses. It is 
rather an indication of the position he would occupy in a specified group 
of persons upon whom the tests were originally standardized. 

The appropriateness of a measuring instrument for a particular pa- 
tient, therefore, depends upon the degree of resemblance between the 
patient and the members of the standardization group. An intelligence 
scale standardized on children, for example, is, strictly speaking, in- 
applicable to an adult patient. An intelligence scale standardized on 
English-speaking persons is not a fair measure for the patient with a 
foreign background or a special language handicap. A scale standardized 
on a largely urban, middle-class population will do an injustice to pa- 
tients from rural or lower-class environments (28). Timed tests requir- 
ing rapid manual manipulation, standardized on physically normal 
subjects, are inappropriate for the patient who has a motor disability. 
Considerations such as these help determine the clinician's choice of 
tests, and they usually require that he employ more than one measuring 
instrument in the appraisal of general intelligence. 

If the psychologist's first responsibility is the selection of a suitable 
measuring device, a second no less important task is the choice of scales 
which are reliable and valid. Reliability is a term which refers to several 
different procedures for appraising the consistency or dependability of 
testscores. It may describe the results of an analysis of responses to the 
various items of a scale at a single testing (coefficient of internal con- 
sistency). It may describe instead the degree of agreement between two 
forms of the same scale given at the same time (coefficient of equiva- 
lence). Or it may describe the extent to which the scale yields stable 
results upon repeated administration (coefficient of stability). 

Measures of reliability are commonly expressed in correlation co- 
efficients. When these indices are high, the clinician is justified in 
trusting the consistency or stability of the scores he obtains for a pa- 
tient. However, his choice of a limiting value for the reliability coeffi- 
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cient, below which he rejects a measure as unreliable, must finally be a 
matter for his own judgment. In making his decision, the diagnostician 
must weigh such matters as the use to which he will put the scores, the 
degree of precision with which he wishes to predict later performance, 
and the relative emphasis upon group or individual behavior. 

The clinician who is not aware of the need for interpreting and 
critically evaluating the reliability of the instruments he uses opens 
himself to serious error in understanding his patient's general intelli- 
gence. Let us suppose that he uses the 1937 Stanford-Binet scale and 
makes a series of measures of intelligence on the same patient over a 
period of years. He notes an unsystematic variation from year to year 
of five or six I.O. points. This is the expected variation for his measure, 
within the limits of reliability for the Stanford-Binet LO. Unless he 
realizes this, however, the psychologist may attempt unjustifiably to ex- 
plain, in terms of his patient’s possible instability or deterioration, a 
change which is only an expected characteristic of a fallible instrument. 

An equally important and common error occurs when the clinical psy- 
chologist, in evaluating the results of repeated testing of the same group 
of patients, misinterprets the phenomenon of statistical regression as 
changes in the patients’ level of intelligence (42). Or suppose the 
diagnostician attempts to evaluate psychiatric disorder on the basis of a 
pattern of subtest scores obtained on the Wechsler-Bellevue adult in- 
telligence scale. Unless he takes into consideration the reliability of 
these scores, he may again attribute to his patient’s responses a capri- 
ciousness which is rather the result of the characteristics of the instru- 
ment he is using. 

The clinical psychologist is concerned not only with the reliability of 
his instruments but also with the validity—with the extent to which 
the scales measure what they purport to measure. The fact that an 
instrument is christened an intelligence scale by its author is no guaran- 
tee that it is a valid measure of general intelligence. Its validity is a 
product of the methods used in the selection, composition, and stand- 
ardization of its constituent items; and it is to be appraised according to 
the type of inference which the diagnostician wishes to make from its 
scores (1). In most cases, however, the analysis of the validity of a 
scale involves a correlation between the scale and a criterion measure. 
In the case of intelligence scales, the definition of a criterion measure 
is no easy task. 

The number of current definitions of general intelligence is almost as 
great as the number of psychologists currently writing on the topic. The 
definitions range from general accounts of adaptive behavior or specific 
descriptions of ability patterns, to precise statements of interrelationships 
among statistically isolated factors. Some definitions seem to imply the 
existence of a “real” intelligence or potential capacity which may be 
unmeasurable; others stop at the level of behavioral description. Some 
definitions specify motivational and personality variables as part of gen- 
eral intelligence; others retain an exclusively “intellectual” emphasis. 
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The qualified diagnostician is responsible for knowing the definitions 
underlying his scales and for evaluating the criteria of validity which 
these definitions provide. 

We have already seen that two criteria of validity used by Binet in 
constructing his scales were a systematic increase in the number of 
items passed with increasing age, and the correspondence between test 
scores and teachers’ ratings of intelligence. Some of our contemporary 
intelligence measures depend in part upon the same criteria. Others 
add to these such criteria as school success or normal distribution of 
scores within a random population. As more and more intelligence 
scales are published, correlations of newly devised scales with results 
from older, presumably valid, measures may provide evidence of validity. 
The degree of agreement between test scores and these criteria deter- 
mines the confidence which the clinical psychologist can place in the 
validity of his instrument. 

The clinician who overlooks the necessity for evaluating the validity 
of his instrument is open to serious errors of interpretation. He will be 
puzzled at the failure of a newly acquired scale to yield results com- 
parable to his old familiar ones. He may find himself unable to in- 
terpret the meaning of repeated scores obtained from the same patient, 
if he has used different scales at different times. He may expect his 
instruments to do more than they were built to do—as when he uses 
an intelligence scale as an index to psychiatric diagnosis, for example. 

The reliability and validity of measuring instruments, as well as their 
appropriateness to the patient, are important considerations for the 
diagnostician. No less important, however, are the clinician’s decision 
to use individual or group measures, and his selection of verbal rather 
than performance scales. In these matters, as in all parts of the clinical 
job, the problems presented by a particular patient dictate the psychol- 
ogist’s choices. We shall have an opportunity to examine these points 
more concretely in the examples of current intelligence tests which 
follow. 


Kinds of Intelligence Tests. Let us suppose that the clinical psy- 
chologist considers possible intellectual retardation as one of many 
hypotheses to account for school failure in a child. In his first con- 
tacts with this child he finds no such special factors as physical handi- 
cap, motor disability, or language difficulty, which would immediately 
eliminate certain kinds of tests from his consideration. He must then 
choose, from the group and individual measures of intelligence avail- 
able for this age level, those instruments which meet the accepted stand- 
ards of reliability and validity. Since group intelligence scales are often 


2 For critical reviews of current intelligence scales, the reader is referred to a source 
widely used by practicing clinical psychologists, the Mental Measurements Yearbook 
(17). For reviews of research and new developments in the field of intelligence test- 
ing, he is referred to the various volumes of the Annual Review of Psychology (50, 
59, 73), and to Progress in Clinical Psychology (16). 
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routinely administered in school systems, the clinician often gets the 
results of such tests as part of the child’s school record. He is rarely 
satisfied, however, with the rough classifications of general intelligence 
made under the quick but impersonal conditions of classroom testing. 
He is more likely to select for his measure instead an individual intelli- 
gence scale which, although more time-consuming, affords him an 
opportunity to make behavior observations of the child. 

Some of the scales which the diagnostician has at his disposal are 
classified as verbal and others as performance. Verbal scales require of 
the patient the understanding and use of language. Performance 
scales, on the other hand, require that the patient respond by doing 
something other than talking, and they may tule language out of the 
situation altogether by providing pantomimed instructions. The de- 
cision to administer one type of scale rather than the other may seem 
at first to rest largely upon the ease with which the patient uses lan- 
guage. We shall see, however, that even in children without language 
handicaps the relationships between a verbal and a performance meas- 
ure of intelligence may be unexpectedly low. These two kinds of scales, 
both entitled "intelligence scales," appear in some cases to measure quite 
different kinds of behavior. Accordingly, the clinical psychologist ordi- 
narily uses both varieties in an appraisal of general intelligence. 


Tur 1937 Revision or THE STANFORD-BINET INTELLIGENCE SCALE 
(80). This scale, which might well be one of the clinician's choices in 
our example of school failure, is a revision of the 1916 Stanford-Binet 
scale, which was itself an extension of Binet's early work. The scale was 
standardized on carefully defined groups of subjects ranging in age from 
two through eighteen years. The items are located on the scale ac- 
cording to the principle, originally developed by Binet, of suitability to 
a given age level. When this principle of item arrangement is used, 
the number of tests passed can be converted to months of age. The 
total intelligence score obtained in this way is called mental age (M.A.). 
If the child in our earlier example achieved a mental age score of seven 
years on this scale, he would be considered equivalent in his intellectual 
maturity to the normal seven-year-olds on whom the scale was stand- 
ardized. A measure of rate of intellectual development can also be 
obtained by computing the ratio of mental-age score to the child’s 
chronological age (C.A.). This yields the now well-known and widely 
accepted intelligence quotient (L.Q.). 

Careful selection of the standardization group on the basis of geo- 
graphical and socioeconomic factors makes the 1937 Stanford-Binet 
scale applicable to a wide range of children in the American population. 
If it is assumed that mental age as measured by the scale neither in- 
creases nor decreases systematically with chronological age after six- 
teen years, measures can also be obtained for adult subjects by making 
a correction in the computation of the LO. Two alternate forms of the 
scale have been published, L and M, which agree with one another to 
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the extent of correlation coefficients of .85 to .95. Reliability coeffici- 
ents derived from the probable error of the I.Q. range from .90 to .98, 
depending upon the value of the LO. The percentage of standardiza- 
tion subjects succeeding with individual items increases systematically 
with increasing age. This relationship provides one demonstration of 
the validity of the separate tests. The fact that this scale agrees with 
the 1916 Stanford-Binet as closely as is permitted by the reliabilities of 
the two instruments is an additional indicator of its validity. A facto- 
tial analysis of the scale by McNemar (63) demonstrates the presence 
of a single common factor, with some evidence of group factors at 
certain age levels. 

To the casual observer watching a skilled examiner administer the 
1937 Stanford-Binet to an individual child, it appears as if the child 
and the examiner were engaged in an informal conyersation, punctuated 
by brief intervals of structured play. The child taking the tests, if he 
is being examined by an experienced psychologist, often accepts the items 
as games. He must identify objects by name or according to use, con- 
struct sentences, and repeat numbers. He must replace objects in a 
form board, copy designs, solve arithmetic problems, recognize absurdi- 
ties, and interpret proverbs. He participates in a variety of tasks repre- 
senting the kinds of complex samples of behavior which Binet early 
insisted were the only genuine correlates of general intelligence. 

The 1937 revision, like the 1916 Stanford-Binet scale, has been 
generally adopted by clinical psychologists in spite of criticisms directed 
toward the inevitable imperfections of its standardization (63) and 
toward the principle of age-scale construction. There are many rea- 
sons for this wide acceptance. We have seen that the measures orig- 
inally appeared at a time when the intelligence testing movement was 
gaining momentum. Their demonstrated validity and reliability justi- 
fied the clinician’s confidence in his results. The variety of items pro- 
vided the attentive examiner with endless opportunities for behavioral 
observations of his client. The test materials interested the child suffi- 
ciently to enlist his best efforts. Most significantly, the large amount 
of research published on both instruments guaranteed the clinician the 
necessary context within which to interpret and evaluate his results 
(41). The 1937 Stanford-Binet scale demands time, training, and skill 
for its administration and interpretation, but it yields a dependable 
and profitable return. 


Tur ARTHUR Pornr Scare or Prrrormance Tests (3). This is an 
instrument which, as contrasted with the Stanford-Binet, elicits non- 
verbal responses from the patient. Fourteen different tests, including 
12 form boards from other scales, the Porteus maze test, and the Kohs 
block designs, were restandardized on a group of 1100 school children 
to comprise the Arthur scale. Two forms of the scale are available, 
although Form I has been more widely used, both in clinical practice 
and in research, than Form II (4). The measure is applicable to children 
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aged six through fifteen years, but the most valid and reliable scores 
are obtained for children between the ages of seven and thirteen. 
Those tests which discriminate one age level from the next most sharply 
are given the greatest weight in the total score, which is expressed in 
terms of points. By converting the points to age equivalents, the clini- 
cian can calculate and interpret both mental age scores and I.Q.’s in 
the usual manner. 

A performance scale of this sort provides the diagnostician with a 
framework, within which to observe the patient, which is different from 
that furnished by the 1937 Stanford-Binet. The child taking the Arthur 
tests is confronted by a variety of concrete tasks which demand both 
speed and accuracy of performance. His approach to the problems, his 
response to time pressure, his reactions to an obviously wrong solution, 
his hesitancies and his blockings are all open to the clinician’s observa- 
tion. This performance test and others like it serve as shock absorbers 
for some shy and fearful children to whom the direct question-and- 
answer method of a verbal scale is personally threatening. ‘The Arthur 
scale in modified form is useful also in examining children with auditory 
and language handicaps whose intelligence might be seriously under- 
estimated by a more verbal measure. 

The clinical psychologist ordinarily uses both verbal and performance 
measures in making his diagnoses. If we compare the results obtained 
when the Stanford-Binet and Arthur scales are applied to the same per- 
sons, the reason for this practice becomes clear. Correlations between 
1916 Stanford-Binet I.Q.’s and Arthur I 1.Q.’s range from .50 to .75; 
the correlation between 1937 Stanford-Binet I.O. and Arthur II I.O. was 
.73 in one study of normal school children (37). There seems to be a 
tendency for the Arthur II to yield lower I.Q.’s than does the Stanford- 
Binet with average and bright subjects (82). When individual 1.Q.’s 
obtained on the Stanford-Binet and Arthur scales are compared with 
one another, there are some startling discrepancies between the two 
instruments. Such discrepancies always send the diagnostician first to 
a study of the statistical properties of his scale. Here there is the possi- 
bility that differences in standardization may account for the differences 
in scores. Often, however, these discrepancies suggest new lines of in- 
vestigation for the clinician to follow in studying his patient. It is 
for this reason that the Arthur scale is considered rather a supplement 
to than a substitute for the Stanford-Binet in the careful diagnosis of 


general intelligence. , 


Tur WEcHsLER-BELLEVUE ADULT INTELLIGENCE Scare. For many 
years, the clinical psychologist diagnosing general intelligence by means 
of an individual scale was forced to rely upon such measures as the 
Stanford-Binet and the Arthur, even in examining adult patients to 
whom the tests are not strictly applicable. He was able to make esti- 
mates of adult intelligence only by going beyond the age groups on 
which the scales were standardized, and by assuming that average adult 
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mental age neither increased nor decreased after a given point. How- 
ever, with the publication in 1939 of the Wechsler-Bellevue Adult 
Intelligence Scale (84), the clinician gained an instrument standardized 
on an adult population. The critical need for an individual measure of 
adult intelligence was indicated by the immediate and enthusiastic adop- 
tion of the scale in clinics and hospitals dealing with adults, the ex- 
tensive use of special revisions of the test in the Army, and the 
publication of a second form in 1946 (85). A supplementary man- 
ual (51) records the more widely used interpretations of scoring 
standards. 

The Wechsler-Bellevue scale rests upon the observation that mean 
Scores on many of the tasks used as intelligence tests decline in later 
maturity (49, 65, 90). Consequently a score on this scale is defined in 
terms of the adult's position among standardization subjects of his own 
age, rather than in terms of fifteen- or sixteen-year-old subjects, as in the 
Stanford-Binet and the Arthur scales. Although age groups as young as 
seven years were used in the derivation of scores, the scale is most widely 
used where it is most needed, in the appraisal of the general intelligence 
of persons between sixteen and sixty. 

Two special characteristics of this instrument demand the clinical 
psychologists close consideration. In the first place, of the ten tests 
constituting the scale, five are verbal items (information, comprehen- 
sion, similarities, arithmetic reasoning, and digit repetition) and five 
are performance (picture completion, picture arrangement, block de- 
signs, object assembly, and digit-symbol substitution). The measure 
is therefore both a verbal and a performance scale, and independent 
estimates of verbal and performance quotients can be obtained by the 
application of this single instrument. Since the raw scores on the ten 
subtests are converted to standard scores, the relative ease and difficulty 
with which the patient handles different kinds of tasks can be easily 
evaluated—a fact which has led, as we shall see, to extensive research 
on the significance of individual patterns of subtest scores. 

A second characteristic of the scale is the procedure for deriving 
and therefore interpreting the Wechsler-Bellevue I.O. The method 
differs sharply from that to which clinical psychologists and others using 
intelligence measures have become accustomed. The total standard 
scores—verbal, performance, and full-scale—are distributed separately 
for different adult age groups, and the value of the I.O. is assigned ac- 
cording to the obtained distribution. That standard score which falls 
one probable error below the mean of a given age group is arbitrarily 
assigned an LO value of 90, thus providing an anchor point which 
automatically sets the I.O. values corresponding to all other standard 
scores for the age group. This procedure, as we have seen, has the 
decided advantage of comparing the adult patient with standardization 
subjects of his own age. It has the disadvantage of introducing a new 
and sometimes confusing definition of an old and wellunderstood 
measure. 
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The reliability of the Wechsler-Bellevue scale has been studied ex- 
tensively since its publication. As might be expected, the values of 
the obtained reliability coefficients differ, depending upon the methods 
and subjects used. The internal consistency of the measure has been 
demonstrated by correlations of .83 and .90 between selected groups of 
subtests (84). Investigations of test-retest reliability yield coefficients 
of stability ranging from .76 to .91 for the verbal scale, from .52 to .94 
for the performance scale, and from .55 to .91 for the full scale (26). 
Forms I and II correlate with each other to the extent of about .80 
(coefficient of equivalence). When Form I precedes II, there is only 
a negligible practice effect; when Form II is given first, on the other 
hand, the practice effect is significant and must be allowed for in the 
interpretation of scores (31). 

The validity of the scale has been evaluated mainly through com- 
parisons of Wechsler-Bellevue scores with those yielded by other in- 
telligence scales (2). The highest relationships occur between the 
Wechsler-Bellevue and Stanford-Binet 1.0.’s, although obtained validity 
coefficients range from .39 to .93. Correlations with college grades were 
between .2 and .3 in one investigation of college students (31). As 
would be expected from the highly verbal character of the Stanford- 
Binet test items, the correlations with Stanford-Binet I.Q.’s are higher 
for Wechsler-Bellevue verbal quotients than for performance quotients. 

Like all intelligence scales, the Wechsler-Bellevue has certain limita- 
tions to which attention should be directed. We have seen that unless 
the clinical psychologist understands the unique derivation of the I.O. 
score and its dependence upon adult standardization groups, he may 
be at a loss to explain occasional disagreements between Wechsler- 
Bellevue and other scores of intelligence. Furthermore there is some 
evidence that the Wechsler-Bellevue I.Q.’s, as compared with the Stan- 
ford-Binet, will be higher for the below-average subjects and lower for 
the superior ones (70). ‘The Wechsler-Bellevue scale shares with other 
intelligence measures the imperfect representativeness of the standardi- 
zation group; the number of urban subjects is seriously over-weighted. 
Against these shortcomings the clinician must balance the obvious 
appropriateness of the instrument to adult subjects, the attractiveness 
of the items for mature patients, the possibility of obtaining both per- 
formance and verbal quotients, and the demonstrated validity and re- 
liability of the scale. His final selection depends upon what he expects 
the scale to reveal about his particular patient. 


WECHSLER INTELLIGENCE SCALE FOR CurpmEN (WISC). The use- 
fulness and popularity of the special features of the Wechsler-Bellevue 
scale led to an extension of its principles to the field of children’s in- 
telligence testing. The Wechsler Intelligence Scale for Children 
(WISC) (86), published in 1949, embodies essentially the same princi- 
ples as does the Wechsler-Bellevue adult intelligence scale. It was 
carefully standardized on 2200 children, and is appropriate to children 
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between the ages of five and fifteen years. Like the adult instrument, 
the children's scale consists of five verbal tests (information, compre- 
hension, arithmetic, similarities, and vocabulary), and five performance 
tests (picture completion, picture arrangement, block designs, object 
assembly, and coding or mazes). The performance, verbal and full- 
scale quotients are derived separately for each age and, like the adult 
scale quotients, express the position of a child within his own age 
group. Consequently, these quotients differ in basic conception from 
Stanford-Binet I.Q.’s, and cannot be interpreted in the same ways (89). 

The reliability of the WISC has been studied in the standardization 
group by means of coefficients of internal consistency (86). ‘The ob- 
tained values range from .86 to .96 for the various scales and age groups. 
The validity of the scale is reflected mainly in numerous studies of the 
agreement between results obtained on the WISC and other measures 
of intelligence in children (24, 41, 67). Correlations between WISC 
and Stanford-Binet I.O.'s range from .71 to .89 for normal children. At 
several ages it appears that Stanford-Binet I.Q.’s are higher than WISC 
I,.Q.’s. Correlations between WISC and Arthur I.Q.’s range from .71 
to .80; here there is an appreciable tendency for the Arthur to correlate 
higher with the WISC performance than with the WISC verbal scale. 

Many clinicians have greeted the WISC warmly and have come to 
depend heavily upon it. The ease with which both performance and 
verbal quotients can be obtained at one testing session undoubtedly 
contributes to the wide acceptance of the scale. Judging from one 
study of fifth-grade children, the WISC takes 12 minutes less than the 
Stanford-Binet to administer, and samples a greater variety of reactions 
(23). There is some feeling—but as yet no definite evidence—that the 
performance materials are particularly attractive to children, and there- 
fore elicit their best efforts. For some diagnosticians, however, these 
advantages are somewhat offset by the disadvantages of the WISC's 
specialized LO. (35). Here again in selecting his instruments, the 
clinician must weigh the relative importance of validity, reliability, ap- 
propriateness, and familiarity of his measures for the particular patient 
he is studying. 


Short Seales. The administration of any individual intelligence scale 
is a time-consuming process. Particularly when a battery of instruments 
is applied in the study of a single patient, the diagnostician would wel- 
come a short cut to the reliable appraisal of general intelligence. To 
meet this need, a number of writers have investigated the properties of 
various revisions and abbreviations of the usual well-known scales. The 
Stanford-Binet, for example, can be administered in abbreviated form 
by giving only selected items (80); and the Wechsler-Bellevue subtests 
can be rearranged and shortened in an almost endless variety of patterns 
(59, 69). If, however, an abbreviated sample of test items is to be sub- 
stituted for the full scale, then the correlation between the short form 
and the complete scale must be carefully determined. This has been 
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done in the case of many possible combinations of Wechsler-Bellevue 
subtests (64). 

One scale which was developed from the beginning as a brief meas- 
ure is the CVS (46). Three tests comprise this scale: comprehension 
(C) and similarities (S) from the Wechsler-Bellevue scale, and a vo- 
cabulary test (V) based on the Stanford-Binet vocabulary items. Origi- 
nally standardized on military personnel, the CVS correlates to the 
extent of .80 with scores on the Navy General Classification Test. 
There is some evidence that the scale may efficiently screen mentally 
defective patients, and that it may also sift out patients whose possible 
personality disturbance makes desirable further, more complete diag- 
nostic study. 

An abbreviated scale, of course, will never afford the clinician as 
adequate a sample of his patient’s behavior as will the full scale. On 
the other hand, there are many clinical situations in which a rough or 
approximate description of a patient’s general intelligence is all that is 
necessary. Under such circumstances the use of an abbreviated scale 
frees the time of both patient and examiner for detailed studies of other 
areas of behavior which may be more significant. As in all aspects of 
clinical practice, here also the approach must be suited to the particu- 
lar questions the clinical psychologist is attempting to answer. 


Interpretation of Results 


What the clinical psychologist hopes to get out of the results of his 
intelligence testing varies as much with the clinician as with the instru- 
ments he chooses and the patient he examines. At one extreme is the 
conservative psychologist who operates as statistical analyst. He accepts 
obtained scores as his only data, interpreting and predicting from them 
as if they were the products of an impersonal machine. At the other 
extreme is the incautious clinician who operates as impulsive speculator. 
He goes far beyond the scores validated as intelligence measures to make 
personality assays and psychiatric diagnoses. It is obvious that both 
competence in statistical analysis and impartial, skilled observation of 
the client are required for adequate interpretation of intelligence test 
results. Neither can be ignored and neither overemphasized if the 
clinical psychologist is to succeed with his diagnostic job. 

Let us suppose that in a case of school failure the child achieves on 
the Stanford-Binet scale an I.Q. of 80 and on the Arthur scale an IO. 
of 106. The clinician may interpret these scores strictly as indicators of 
the position the child occupies in the respective standardization groups. 
It is possible to classify IO. scores according to the frequency with 
which they occur in the standardization population and to describe a 
particular range of IQ. scores by a label, such as "borderline," “average,” 
or “superior.” The clinical psychologist using this means of test in- 
terpretation would describe our case of school failure as "low average" 
on the Stanford-Binet and "average" on the Arthur scale. The clinician 
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is also justified in stating, on the basis of the frequency of particular I.O. 
scores in the standardization population, that the child falls in the 
lower 9 per cent of the group on the Stanford-Binet and in the middle 
50 per cent of the group on the Arthur scale. If he stops at this point, 
however, he has discharged only his minimal responsibility as statistical 
analyst. He has contributed virtually nothing to the understanding of 
this particular child who is faced with his own unique problems of 
school adjustment. 

The properties of these two tests furnish still other methods of in- 
terpreting the results. Suppose that the Stanford-Binet mental age for 
the child we are considering is six years and six months, close to the 
average for first-graders, but that he has been placed in the third grad 
where he competes daily with children two years above him in mental- 
age score. The clinician immediately suspects that the child may not 
have achieved sufficient intellectual maturity to be able to succeed at 
third-grade work. He may go further and estimate that the child's 
adult mental age will not exceed thirteen years, and that advanced high- 
school and college training, if they are contemplated, may present diffi- 
culties which even strong interest and intense effort might not surmount. 
Since, however, intelligence ratings are by no means the only predictors 
of school success, the diagnostician needs also to consider the child's 
scores on educational achievement tests, his physical maturity, his own 
fecling about the classroom competition, and the demands made upon 
him by his parents and his teachers. 

The mental-age score which corresponds to the child's I.Q. on the 
Arthur scale is eight years and six months, at the mean for third-graders. 
In interpreting this score the clinician wonders whether perhaps the 
child can compete more successfully with his classmates on concrete 
performance tasks than in situations requiring verbal responses. Again, 
this question cannot be answered without information regarding the 
school curriculum, the opportunities offered for manual activity, the 
child’s interest in such tasks, the prestige attached to them, and the 
hopes and expectations of his parents and his teacher. 

The difference between the scores obtained by the child on two sepa- 
rate measures of intelligence—the Stanford-Binet and the Arthur—pre- 
sents a special problem in interpretation. The easiest solution to this 
problem would be the simple statement that the child’s performance 
ability is higher than his verbal ability. An interpretation of this kind, 
however, is no more than a process of labeling, and taken by itself 
contributes as little to the understanding of the child as does the classi- 
fication "average" or “low average." 

As we have already seen, results obtained on different intelligence 
scales may differ from one another largely because of differences in the 
statistical properties of the two measures. The concepts of I.Q. under- 
lying the Stanford-Binet, Arthur, and WISC scales are by no means 
identical; and their numerical values may well differ from one another 
for the same patient. In such cases as these, a performance-verbal dif- 
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ference in score is actually the expected result rather than any indicator 
of unusual discrepancies among abilities in the same child. A striking 
example of this point is to be found in the analysis of performance-verbal 
differences on the WISC (76). The standardization group for this 
scale showed median differences between performance and verbal quo- 
tients of 8 points; in one-third of the cases the difference was greater 
than 12 or 13 LO. points. Here it is clear that at least part of the dis- 
crepancies are due to the error of measurement of the scale. 

Even allowing for the expected—occasionally wide—discrepancy be- 
tween performance and verbal scores in the same patient, there remain 
instances of sizeable differences which may relate to other aspects of 
the child's behavior. Discrepancies between verbal and performance 
measures have been investigated in a variety of contexts. Unfortunately 
for the clinical psychologist who hopes for an unequivocal answer, the 
results of research on this question are conflicting. The factors which 
have been related to differences between verbal and performance I.0.’s 
include such diverse ones as language disability, educational limitations, 
mixed cerebral dominance, concrete or abstract approaches to tasks, 
temporary emotional upset, delinquency, neurotic trends, gross behavior 
disorder, and organic deterioration (3, 9, 34, 55, 84). This large array 
of variables is discouraging in that it provides no simple explanation for 
the discrepancy between verbal and performance scores in a particular 
case. It is, however, encouraging in that it goes far beyond a mere 
label to furnish the clinical psychologist with promising leads for further 
study of his patient. 

Another problem in interpretation arises when the clinician examines 
his patient's scores on the individual items which make up a particular 
intelligence scale. On an age scale such as the Stanford-Binet, this can 
be done only roughly, since the tests were originally selected and located 
empirically, according to the criterion of age, and no attempt was made 
to sample exactly the same kinds of behavior at all age levels. One series 
of studies (61, $1) has utilized the factor loadings of the various Stan- 
ford-Binet tests as a basis for classification. The results suggest that, as 
contrasted with normal and superior subjects, mentally defective pa- 
tients do poorly on items which are heavily weighted with the first, 
general factor. It appears also that, contrary to popular opinion, men- 
tally defective patients are not superior in rote memory items, although 
they may have special success with items involving manual manipulation 
of test materials, Attempts to categorize Stanford-Binet items in this - 
way are infrequent, however. t 

Instead of analyzing the pattern of successes and failures on single 
tests of an age scale, therefore, the clinical psychologist is more likely to 
note the range of age levels over which the patient must be examined in 
order to complete the testing. This range, which may be considered an 
indicator of unevenness of performance, is called scatter. The assump- 
tion underlying this measure is that the "normal" subject should sys- 
tematically fail a greater and greater proportion of tests as he goes up 
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the scale. This assumption itself, of course, implies constant motiva- 
tion and perfectly organized behavior on the part of the subject, and a 
perfect location of items on the same with respect to difficulty. Neither 
implication is necessarily or even probably true. 

In evaluating the significance of scatter for his patient, consequently, 
the clinician is again confronted by a variety of research results. Certain 
factors inherent in the construction of the Stanford-Binet scale, such as 
item unreliability or low intercorrelations among items, may be re- 
sponsible for scatter even in the absence of any clinically significant 
variability in the patient’s responses (63). The method of computing 
scatter scores may also influence the relationship between scatter and 
other characteristics of the patient’s behavior (39). A recently pro- 
posed technique of computing scatter, for example, is that of Jastak 
(47, 48), who suggests a measure of “altitude” as a reference point. 
Jastak believes that altitude—the point of the patient’s highest per- 
formance—may measure potentiality, and that scatter below this point 
is an index of “personality integration.” 

The diagnostician who is not aware of the many limitations to the 
use of scatter as a diagnostic sign is in danger of making unwarranted 
statements regarding his patient’s performance. Temporary shifts in 
effort, general distractibility, and disturbances which range from mo- 
mentary confusion to behavior disorder and organic deterioration have 
all been proposed as correlates of scatter (40, 69, 70, 75). Like the 
discrepancy between verbal and performance scores, Stanford-Binet 
test scatter may provide a valuable guidepost to further study of the 
patient. 

In contrast to the age scale, a point scale such as the Arthur, the 
Wechsler-Bellevue, or the WISC, provides the clinical psychologist with 
a more exact framework within which to examine the intertest variabil- 
ity of his patient’s performance. Each test, regarded as a separate unit, 
is administered to every patient. Since scores on the single tests can 
be directly compared with one another, the clinician has at hand an 
individual pattern of test scores from which to make his diagnoses, 
The analysis of these patterns of subtest scores has become so significant 
and so controversial a problem for the modern clinical psychologist that 
it deserves our special consideration. 


Analysis of Subtest Scores. For many years prior to the systematic 

. use of differential successes and failures on intelligence tests as diagnostic 
indicators, clinicians had been using informal cues obtained in the test- 
ing situation as grounds for suspecting emotional disturbance or be- 
havior disorder. These cues, when they could be identified and com- 
municated, where usually derived from common sense, from a few 
vivid cases included in the clinician’s personal experience with patients, 
or from rough parallels between descriptions of psychiatric syndromes 
and the kinds of behavior required on intelligence tests. Intellectually 
retarded clients were presumed to do better on rote memory and per- 
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formance tests, for example, than on more abstract, verbal items. Diff 
culty with tests of immediate recall, especially in patients who scored 
high on vocabulary or other tests of remote learning, was considered 
suggestive of deterioration. This accumulation of clinical folklore— 
some of it fact, some of it fiction—led to organized investigations of 
the relation of subtest scores to other aspects of client behavior. 

Research on subtest analysis began with the use of single tests. The 
Kohs Block Design Test (53), for example, which is now incorporated 
as one test on the Arthur scale, seemed to yield characteristic scores 
when applied to children with mixed handedness, to problem children, 
and to adult brain-injured patients. (14, 57, 93). Revisions of the test 
permitted a more qualitative analysis of the patient's responses, and 
even gave support to a throughgoing theoretical interpretation of be- 
havior disorder in terms of abstract and concrete abilities (33). Similar 
studies of other isolated tests—for example, the Porteus maze (68), the 
Healy Picture Completion Test (38), and various memory scales (79, 
87, 92) —served to translate clinical (32) impressions into more precise 
statements of obtained relationships. 

The publication of the Wechsler-Bellevue Adult Intelligence Scale, 
we have seen, stimulated and directed further research on patterns of 
subtest scores by providing the diagnostician with a scale of ten compar- 
able subtests. The clinician in administering this scale obtains a profile of 
scores which shows, as relatively high and low points, the intraindividual 
variability in test scores for a particular patient. The question then 
arises as to the diagnostic significance which shall be attached to any 
wide deviations in subtest scores from the client’s general level of per- 
formance. Does a relatively low score on digit-repetition signify brain 
damage or temporary distractibility? Is a comparatively low score on 
the block designs test suggestive of emotional disturbance? Does a 
high information score coupled with a low comprehension score indicate 
the combination of good orientation with behavior disorganization, 
which is characteristic of a schizophrenic disorder? 

In answering such questions as these, the clinician may rely upon 
his own impressions or upon conclusions drawn from inspection of the 
content of the tests. He may also use his own rough estimates of what 
a “typical” psychiatric patient might do with the tests, or generalize 
from results obtained from tests similar to those on the Wechsler- 
Bellevue Scale. He may depend upon published “rules of thumb” for 
interpreting subtest deviations (71, 84), which, although not always 
based upon reported research, still represent the fruits of wide clinical 
experience with the scale. He is on much surer ground, however, if 
he seeks the answers to his questions in the increasingly numerous Te- 
ports of systematic research on pattern analysis. zie 

On the basis of present research (69, 70, 83), the most justifiable 
conclusion which the diagnostician can draw regarding the significance 
of subtest profiles is that the results are so contradictory as to demand 
extreme caution in labeling patients on this basis. There is some 
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reliable evidence of changes in subtest scores with increasing age (45). 
Relatively low scores on a few of the subtests—for example, compre- 
hension and digit-symbol—may be characteristic of schizophrenic pa- 
tients (62), although as researches on this point increase, the results 
become more inconclusive (70). Intellectually retarded patients seem 
to perform relatively poorly on the arithmetic subtest as compared with 
schizophrenic and contro| subjects (62). Some investigators report 
better than chance success in identifying by means of subtest analysis 
patients suffering from organic brain damage (32, 36, 43). However, 
the great majority of studies on Wechsler-Bellevue subtest yield nega- 
tive, conflicting, or questionable results. 

'The clinical psychologist who hopes to use subtest analysis as a 
simple, easy route to the understanding of his client will be mystified 
at his inability to do so unless he appreciates some of the reasons for 
the disagreement among these studies. When separate subtests are 
used as independent measures, their reliability and validity must be 
evaluated, just as in the case of complete intelligence scales. ‘The test- 
retest reliabilities of the Wechsler-Bellevue subtests range from .62 to 
.90; the correlations of the various subtests with the full scale also differ 
from one another. This differential reliability and validity may well 
contribute to the contradictory research results. We must remember, 
also, that correlation with other measures of intelligence has been used 
to demonstrate the validity of the total Wechsler-Bellevue scale. It 
is not surprising that a scale constructed and validated as a measure of 
general intelligence should fail to yield clear-cut psychiatric diagnoses 
as well. 

The information which the clinician needs regarding a particular 
patient who has taken the Wechsler-Bellevue scale, moreoyer, is not 
always the same as that which is provided by the research results. In his 
consideration of the patient’s profile, the clinical psychologist tries to 
balance the high and low points and come to some conclusion about the 
pattern taken as a whole. Completely satisfactory methods have not 
yet been devised which are suitable for the statistical analysis of total 
profiles in dealing with groups of subjects, although each year sees the 
publication of more suggested solutions to this difficult problem (29). 
Furthermore the few dependable results which have been reported are 
based upon studies of groups of subjects. Although reliable differences 
between group averages have been obtained in these studies, the over- 
lapping between groups is still great enough to make the application of 
the diagnostic signs to an individual client hazardous. It is clear that, 
as in the case of scatter and of differences between performance and 
verbal 1.Q.’s, the analysis of patterns of subtest scores has its most 
promising application in indicating the direction which further study 
of the patient should take. 


Diagnosis of Intellectual Deterioration. A special problem related 
to the appraisal of general intelligence is the diagnosis of intellectual 
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deterioration, Although psychiatric and psychometric definitions of 
deterioration differ markedly in the kinds of behavior which they de- 
scribe (19), they all include the implication that the deteriorated patient 
has undergone some decline in intellectual efficiency from his earlier 
level of performance. This loss in efficiency is not necessarily a per- 
manent one; the deterioration measured by the clinical psychologist 
may be either reversible or irreversible, depending upon the factors 
presumed to cause it. Deterioration is considered to be characteristic 
of aged persons, of patients with convulsive states or brain damage, and 
of persons suffering from a schizophrenic disorder. 

The most straightforward appraisal of intellectual deterioration re- 
quires a series of measures of general intelligence made on the same 
patient over a period of years. If a systematic decline in test scores 
occurs, the clinician is justified in suspecting intellectual deterioration. 
We have already seen that in an accurate interpretation of a series of 
measures, the psychologist must take into account the reliability of his 
instrument, the probable error of his test scores, and the phenomenon 
of statistical regression. If, however, he is to understand deterioration 
as anything more than a measurable shift in test score, he cannot over- 
look such important influences as the particular incidents in the life 
history of his patient, conspicuous environmental changes, cumulative 
practice effects in taking repeated tests, and possible limitations in the 
patient's opportunities for learning. 

Results of repeated intelligence examinations over a long period of 
time are rarely available for a patient. Ordinarily the question of 
possible intellectual deterioration is raised during a single contact with 
the patient, and the psychologist is forced to infer from the patient's 
present test performance his probable level of intellectual functioning 
in the past. A common but inexact procedure is to gauge the previous 
intelligence level from reports of past school success and vocational 
achievement, as these are recorded in the case history, and then to com- 
pare this estimate with the scores obtained from the present testing. 
The obvious limitations of such a method have led to the development 
of more specialized techniques for the diagnosis of intellectual deterio- 
ration.? 

The appraisal of deterioration on the basis of one contact with the 
subject rests upon an assumption which, like many of the postulates 
underlying clinical measures, was derived originally from informal cues 
obtained by the clinician in his dealings with patients. It was early 
noted that older patients and those known to be suffering from deteri- 
orative disorders seemed to have unusual difficulty with tests of im- 
mediate memory or of judgment, as contrasted with their success on 
tasks depending upon more remote learning. As we have already seen, 
more carefully controlled studies of changes in scores in later maturity 
indicated that efficiency on tests such as those of vocabulary and general 
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information seemed to decline less rapidly with age than efficiency on 
tests of immediate memory, arithmetic reasoning Or block designs 
49, 65, 90). Accordingly, the difference between scores on tests of past 
learning and those on tests requiring new learning or adjustment to 
unfamiliar situations was taken to be a possible indicator of intellectual 
deterioration. The assumption that changes characteristic of later 
maturity are characteristic also of deterioration in behavior disorder has 
been questioned by several writers (18, 21, 22, 96). However, it still 
remains the guiding principle in the psychometric diagnosis of intellec- 
tual deficit. 

An application of this principle is seen in the use of the Wechsler- 
Bellevue subtest scores in measuring deterioration. It is clear from the 
performance of the standardization groups for this scale that scores on 
some of the tests—for example, digit repetition, arithmetic, digit-symbol 
substitution—decline more sharply with age than do others, for example, 
information, comprehension, or similarities (84). A comparison be- 
tween scores on the tests which hold up with age and those which de- 
crease with age has therefore been proposed as a measure of deterioration 
for a particular patient (56). Critical appraisals of this method are few, 
although there is some evidence that it does not yield results which 
agree closely with more specialized tests of deterioration (30, 60). Two 
investigators were able to obtain both premorbid and present perform- 
ance of patients on intelligence scales, and to compare scores on the 
Wechsler-Bellevue and other indices of deterioration with the dis- 
crepancies between the two testings (20, 72). Results of these studies 
are, however, not clear cut in either confirming or questioning the valid- 
ity of the deterioration indices. Even the identification of which sub- 
tests hold up with age has been questioned on the basis of some studies 
of the WechslerBellevue standardization group (45), and other 
records (25). 

Two widely used scales provide us with examples of instruments 
constructed expressly for the diagnosis of intellectual deficit. The Bab- 
cock Scale for Measuring Intellectual Efficiency (5) yields an efficiency 
index (E.I.) which is a statement of the ratio between scores obtained 
on the 1916 Stanford-Binet vocabulary test and a series of efficiency 
tests involving speed, rote memory, and recent learning. The results 
of research using this measure indicate that a higher score on the 
vocabulary test than on the efficiency tests characterizes older persons 
and those suffering from toxic disorders or brain damage, as contrasted 
with schizophrenic and control subjects (6, 7, 95). 

The more recently published Shipley-Hartford Scale for Measuring 
Intellectual Impairment (78) measures deterioration in terms of a dis- 
crepancy between scores on tests of vocabulary and scores on tests re- 
quiring the patient to abstract a principle of arrangement from a series 
of items. Scores on both kinds of tests are converted to age, and the 
ratio of vocabulary to abstraction age—called the conceptual quotient 
(C.Q.)—provides a single index of intellectual deficit. Studies of this 
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measure suggest that, as compared with control and psychoneurotic sub- 
jects, patients diagnosed as schizophrenic or brain-damaged, as well as 
older subjects, achieve lower C.Q.’s. Reported reliabilities for vocabu- 
lary, abstraction, and total scores range from .87 to .92. The Shipley- 
Hartford scale, although limited by its standardization on children and 
young adults only, and by its inappropriateness for intellectually re- 
tarded patients, has the advantage of providing a self-administering 
measure of deterioration. 

The clinical psychologist’s job of test interpretation, we have seen, 
involves more than a statement of test score. It requires the analysis 
of scatter, of discrepancies between results obtained from different 
scales, of subtest profiles, and of intellectual deterioration. Each addi- 
tional analysis is an occasion for the clinician to follow new leads in 
the diagnosis of his patient’s behavior. If he were to stop with test 
interpretation, however, the psychologist would forfeit a significant op- 
portunity. The patient’s general behavior in the interpersonal test 
situation is no less important than the test scores in helping the clinician 
to obtain an understanding of the individual. 


The Observation of Patient Behavior. The testing situation consti- 
tutes for the patient a complex interpersonal relationship. In some 
ways, this relationship is rigidly structured by the strict procedures of 
an individual test. In other ways, it resembles a clinical interview in its 
free and unstructured character. The use which the patient makes of 
this complex situation must be understood and reported by any clinical 
psychologist whose role is to be more than that of a competent psycho- 
metrician. If the patient's responses to test items are taken as samples 
of behavior from which to generalize, so also are his reactions during 
the test hour taken to be indicators of his characteristic behavior in 
other environments. 

The patient brings to the solution of any test items his own typical 
approach to problems, his own habits of reasoning, and his patterns of 
motivation in interpersonal situations, as well as whatever abilities are 
relevant to the particular tests he confronts (88). His success or failure 
with the test items is the product of this total constellation of person- 
ality, motivational, and intellectual factors. Indeed, these ingredients 
of test performance can seldom if ever be separately teased out and 
evaluated individually. It is always a question whether a patient's 
failure on a test is to be assigned more to deficiencies in the patient's 
intellectual skills and talents, or more to his individual motivational 
pattern Consequently, the clinical psychologist must be particularly 
sensitive to cues related to motivational and emotional factors in his 
patient's behavior if he is to make a just appraisal of general intelligence. 

Early in the development of intelligence scales, T'erman pointed out 
that the administration of an individual intelligence test was similar in 
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many ways to the carrying out of a controlled experiment. We have 
already seen that in obtaining an intelligence score the clinical psychol- 
ogist is in effect comparing his client with a standardization group 
previously examined under the same conditions as those to which the 
patient is subjected. If the conditions are not the same, he cannot make 
the comparison. At the moment when he is administering an individ- 
ual test item, the clinician must play a role like that of the impersonal 
laboratory experimenter who cannot depart from a set procedure with- 
out altering his final results to an indeterminate degree. 

This adherence to standardized procedures also guarantees the clini- 
cian a uniform background against which to observe his patient. For 
all patients being examined, the testing conditions, the test materials, 
the time restrictions, and even the words used by the psychologist must 
be the same. Yet in spite of this uniformity, the impressive thing about 
the responses obtained in such a controlled situation is their variability 
from person to person. These individual differences appear not only 
in test scores, but also in the patient’s approach to the task, his de- 
pendence on the examiner, his method of problem solution, the per- 
sistence of his effort, his tolerance of time pressure, and the defenses 
he offers for failure. Standardized test procedures, far from producing 
sterotyped behavior, rather tend to emphasize individual variations 
among patients. 

The clinician who confines his observations to the characteristic be- 
havior of his patient in responding to test instructions still cannot help 
wondering about the reasons for this behavior and speculating as to 
what his patient might do in other similar situations. A case in point 
is the person who explains his failure on a test item by the statement, 
"It's my fault. I’m not much good at this stuff, or at anything, I guess.” 
Such a comment may suggest several interpretations to the psychologist. 
It may be no more than a chance, insignificant remark; or it may be an 
intropunitive defense, a bid for reassurance, or a generalized passive 
acceptance of defeat which is typical for this particular patient. If it 
is a defense, the clinical psychologist faces the further question of its 
relation to early parental training in guilt, and its possible predictive 
value with respect to later difficulties with persons in authority. Cer- 
tainly this patient is showing a different reaction from one who meets 
the same frustration with calm acceptance, sullen withdrawal, ridicule 
of the test, or hostility toward the clinician. Unquestionably he differs 
also in important ways from the patient who does not even recognize 
that he has failed the test. 

Reactions to success on the test are as significant as reactions to 
failure. The patient may solicit praise for a good performance, either 
subtly or directly; he may accept it with indifference, with pleasure, or 
with embarrassment; he may reject it as unwelcome or undeserved. 
Praise may stimulate the patient to a better performance, inhibit him 
by increasing his tension and anxiety, or provide him with a reason for 
relaxing his best efforts. Some patients set so high a standard of per- 
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formance for themselves that commendation from the clinician is unim- 
portant to them. 

The patient's method of solving a particular test problem provides 
a basis for the observation of more circumscribed behavior. A question 
on the comprehension test of the Wechsler-Bellevue scale, for example, 
requires the patient to explain how he would find his way out of a 
forest. It leads to such diverse answers as “By the sun"; "I'd use my 
watch as a compass”; “I’ve never lived near a forest”; “North, south, east, 
west. The sun because it shines so bright.” These responses represent, 
of course, different degrees of success in solving the problem. But they 
also represent a diversity in choice of words, in completeness of expres- 
sion, in concreteness of response, and in organization of thinking which 
ranges, in these examples, from the expected answer of the average 
adult to the statement of a seriously disorganized schizophrenic patient. 

The block designs test, also part of the Wechsler scale, affords an- 
other illustration of the variety of the attacks made by different clients 
on an individual test item. In putting the blocks together to form a 
pattern which is depicted on a card, one patient will attempt to repro- 
duce the design as a whole, while another will methodically analyze the 
picture and with the blocks build up the pattern piece by piece. One 
person may work hurriedly and inquire repeatedly how much time he 
has, while another may work calmly and insist upon completing the 
design even though the time limit has already been passed. Some pa- 
tients are unable to tell whether or not their finished pattern is the 
same as that in the picture; some become preoccupied with one part 
of the design and repeat it in stereotyped fashion; some comment upon 
and even become anxious over the fact that the colors of the blocks do not 
match exactly the colors on the model card. We have already seen 
that these reactions have been used not only as the basis for scoring a 
test of this sort, but also as a basis for the qualitative analysis of general 
patient behavior. $ 

Other individual test items, and other aspects of the patient's re- 
sponses during the testing hour, provide innumerable opportunities for 
the observation of behavior.’ The alert and experienced clinical psy- 
chologist will watch for and record such reactions. He will view the 
total, complex test situation as a significant sample of individual be- 
havior and formulate from it a variety of hypotheses to assist him in 
understanding his patient. Moreover he will not stop with this, but 
will go on to interpret and evaluate what the patient does and says when 
not involved in taking the tests but when conversing informally with 


the clinician. 
The content of a test item 
be the starting point for a co 


5 For a discussion of behavior rep 
Stanford-Binet Scale, see R. Pintner, 
guide for the revised Stanford-Binet Scale (Form 
No. 3. 


ora casual remark from the clinician may 
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that the patient has been preoccupied with topics quite remote from 
the restricted and highly structured test items. In other words, the tests 
have been serving more as stimuli for the patient's associations and pro- 
jections than as controlled experimental procedures. A patient may 
respond to the question ^Why are laws necessary?" for example, with 
“They aren't," and proceed to express with vigor his hostility toward the 
law, his own infractions of rules and regulations, his feelings about those 
infractions, and his antagonism toward authority in general. Another 
patient may say anxiously, as the clinician moves the parts of the per- 
formance test across the table toward him, “The blocks jumped at me,” 
and go on to reveal fears and delusional ideas which he had not pre- 
viously communicated. 

The diagnostician takes advantage of such interruptions as these 
when they occur—and they occur when they are important to the client 
—as opportunities for understanding better the individual with whom 
he is working. He may not hesitate to sacrifice the exact and orderly 
administration of test items, and therefore the validity of test scores, to 
informal interviewing which may ultimately yield richer results (see 
Chapter 4). Of course if he does this he must not overlook the fact 
that any test results obtained under such conditions are open to serious 
question and do not deserve the weight he would give them if the tests 
had been administered in the standardized way. But the psychologist is 
no clinician who ignores opportunities for interview and discussion with 
his patient, and prefers test scores, however precise, to a fuller under- 
standing of the individual. 


Summary 


Intelligence testing in modern clinical psychology, we have seen, is 
more than the automatic administration of routine test procedures. It 
begins with a judicious choice of instruments, suited to the patient and 
constructed to yield valid and reliable results. It requires not only pre- 
cise knowledge of the characteristics of intelligence scales, but also skill 
in interpreting test results that are expressed in a variety of ways. It 
demands an ability to evaluate the results of highly controversial re- 
search, and to advance hypotheses to account for a patient's behavior 
which go beyond unproductive labeling, but stop short of unfounded 
speculation. The clinician, in diagnosing general intelligence, plays the 
dual role of a proficient laboratory experimenter and the impartial, 
understanding observer of human behavior. d 

But however expertly it may be performed, intelligence testing is still 
only one of many diagnostic tools which the clinical psychologist must 
use, and general intelligence is only one of many aspects of patient 
behavior which he must study. The test in the hands of a competent 
clinician raises more questions than it answers; it points out more areas 
for further study than any single kind of diagnostic technique can 
encompass. When, therefore, the limits of intelligence testing have 
been reached for a given patient, the responsible clinician must continue 
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his investigation by whatever other methods he has at his disposal. The 
psychologist who restricts himself to one approach can produce little 
more than a caricature of his patient. It is only by a skillful variation of 
his diagnostic procedures that the clinician finally arrives at a full and 
faithful portrayal of the unique individual. 


REFERENCES 


AMERICAN PSYCHOLOGICAL Association, COMMITTEE ON TEST STANDARDS. 
Technical recommendations for psychological tests and diagnostic tech- 
niques: preliminary proposal. Amer. Psychologist, 1952, 7, 461-475. 

Anverson, E. E., et al. Wilson College studies in psychology. I. A com- 
parison of Wechsler-Bellevue, Binet, and American Council on Education 
tests at the college level. J. Psychol., 1942, 14, 317-326. 

Arrnur, Grace. A point scale of performance tests. Vol. 1. Clinical manual. 
New York: Commonwealth Fund, 1943. 

Arruur, Grace. A point scale of performance tests. Revised Form II. Clini- 
cal manual. New York: Psychological Corp., 1947. 

Bascocx, H. An experiment in the measurement of mental deterioration. Arch. 
Psychol., N. Y., 1930, 18, No. 117. 

Bascocx, H. Time and the mind: personal tempo the key to normal and patho- 
logical mental conditions. Cambridge: Sci-Art, Publishers, 1941. 

Bascocx, H. Dementia praecox, a psychological study. Lancaster, Pa.: Science 
Press, 1933. 

Beck, S. J. Rorschach's Test, Vol. 2. A variety of personality pictures. New 
York: Grune & Stratton, Inc., 1945. 

Bijou, S. W. An experimental analysis of Arthur performance quotients. J. 
consult, Psychol., 1942, 6, 247-253. 

Ber, A. La mesure en psychologie individuelle, Revue philos., 1898, 46, 
113-123. 

Ber, A. and Stwon, T. L'application des méthodes nouvelles au diagnostic 
du niveau intellectuel chez enfants normaux et anormaux d'hospice et d'école 
primaire. Année psychol., 1905, 11, 245-366. 

Bwer, A., and Stmon, T. Le développement de l'intelligence chez les enfants. 
Année psychol., 1908, 14, 1-94. 

Binet, A., and Srwon, T. La mesure du développement de l'intelligence chez 
les jeunes enfants. Bulletin de la Société libre pour l'Etude psychologique de 
l'Enfant, 1911. 

Brickner, R. N. The intellectual functions of the frontal lobes. New York: 
The Macmillan Co., 1936. 

Brower, D. Intellective functions: adults. In Brower, D., and Asr, L. E. 
(Editors), Progress in clinical psychology. Vol. 1. New York: Grune & 
Stratton, Inc., 1952. 

Brower, D., and Ast, L. E. (Editors). Progress in clinical psychology. Vol. 1. 
New York: Grune & Stratton, Inc., 1952. 

Buros, O. K. The fourth mental measurements yearbook. Highland Park, 
N.J.: Gryphon Press, 1953. ixi. : 3 

CaMERON, N. A study of thinking in senile deterioration and schizophrenic 
disorganization. Amer. J. Psychol., 1938, 51, 650-655. 

Cameron, N., and MAGARET, ANN. Behavior pathology. Boston: Houghton 
Mifflin Co., 1951. 

Canrer, A. H. Direct and indirect measures of psychological deficit in mul- 
tiple sclerosis. J. gen. Psychol., 1951, 44, 3-26; 27-50. 


. Capps, H. M. Vocabulary changes in mental deterioration. Arch. Psychol., 


N. Y., 1939, No. 242. 


156 AN INTRODUCTION TO CLINICAL PSYCHOLOGY [5 


22. Cnuoponxorr, B. and Mussen, P. Qualitative aspects of the vocabulary re- 
sponses of normals and schizophrenics. J. consult. Psychol., 1952, 16, 43-48. 

23. Crarxe, F, R. A comparative study of the Wechsler Intelligence Scale for chil- 
dren and the Revised Stanford-Binet Intelligence Scale, Form L, in relation 
to the scholastic achievement of a fifth grade population. Master of Science 
thesis, Pennsylvania State College, 1950. 

24. Conen, B. D., and Corer, M. J. A note on the WISC and other tests of 
children six to eight years old. J. consult. Psychol., 1952, 16, 226-227. 

25. Corpre, G. Senescent decline on the Wechsler-Bellevue Intelligence Scale. 
Doctoral dissertation, University of Pittsburgh, 1948. 

26. Derner, G. F., Asorn, M. and Canter, A. H. The reliability of the Wechsler- 
Bellevue subtests and scales. J. consult. Psychol., 1950, 14, 172-179. 

27. Dorramp, J., and Miter, N. E. Personality and psychotherapy. New York: 
McGraw-Hill Book Co., Inc., 1950. 

28. Exuus, K, Davis, A, Havicnurst, R. J., Herrick, V. E, and Tyrer, R. 
Intelligence and cultural differences. Chicago: University of Chicago Press, 
1951. 

29. Garr, E. L., and Lez, M. C. Pattern analysis: the configural approach to pre- 
dictive measurement. Psychol, Bull., 1953, 50, 140-148. 

30. GARFIELD, S. L., and Fey, W. F. The Wechsler-Bellevue and Shipley-E Jartford 
scales as measures of mental impairment. J. consult. Psychol., 1948, 12, 
259-264. 

31. Gxmsorn, R. A study of the two forms of the Wechsler-Bellevue Intelligence 
Scale. J. consult. Psychol., 1950, 14, 365-370. 

32. GorpMaw, R., GREENBLATT, M., and Coon, G. P. The use of the Wechsler- 
Bellevue scale in clinical psychiatry with particular reference to cases with 
brain damage. J. nery. ment. Dis., 1946, 104, 144-179. 

33. Gotpsre, K., and Suerer, M. Abstract and concrete behavior. An experi- 
mental study with special tests. Psychol. Monogr., 1941, 33, No. 239. 

34. Granick, S. Intellectual performance related to emotional instability in chil- 
dren. Microfilm Abstr., 1950, 10 (2), 61-63. 

35. Grove, W. R. Mental age scores for the Wechsler Intelligence Scale for chil- 
dren. J. clin. Psychol., 1950, 6, 393-397. 

36. Gurman, B. The application of the Wechsler-Bellevue Scale in the diagnosis 
of organic brain disorders. J. clin. Psychol., 1950, 6, 195-198. 

37. Hamitron, M. E. A comparison of the Revised Arthur Performance Tests 
(Form II) and the 1937 Binet. J. consult. Psychol, 1949, 13, 44-49. 

38. HaNrMANN, E. Thought disturbances in schizophrenia as revealed by perform- 
ance E a picture completion test. J. abnorm. soc, Psychol, 1939, 34, 
134-150. 

39. Harris, A. J., and Suakow, D. The clinical significance of numerical measures 
of scatter on the Stanford-Binet. Psychol. Bull., 1937, 34, 134-150. 

40. Harris, A. J., and Suaxow, D. Scatter on the Stanford-Binet in schizophrenic, 
normal and delinquent adults. J. abnorm. soc. Psychol., 1938, 33, 100-111. 

41, Harris, D. Intellective functions: children. In Brower, D., and Asr, L. E. 
(Editors), Progress in clinical psychology. New York: Grune & Stratton, 
Inc., 1952. 

42. Harris, R. E., and Tuompson, C. W. The relation of emotional adjustment 
to intellectual function—a note. Psychol. Bull., 1947, 44, 283-287. 

43. Hewson, L. The Wechsler-Bellevue Scale and the Substitution Test as aids in 
neuro-psychiatric diagnosis. J. nerv. ment. Dis., 1949, 109, 158-183; 246-265. 

44. Horst, P. The prediction of personal adjustment. New York: Social Science 
Research Council, Bull. 48, 1941. 

45. Hunt, H. F. Testing for psychological deficit. In Brower, D., and Ast, 
L. E. (Editors), Progress in clinical psychology. New York: Grune & Strat- 
ton, Inc., 1952. 


46. 


60. 


INTELLIGENCE TESTING 157 


Hunt, W. A., and Frencu, E.G. The CVS abbreviated individual intelligence 
scale. J. consult. Psychol., 1952, 16, 181-186. 


. Jasrax, J. A plan for the objective measurement of character. J. clin. Psychol., 


1948, 4, 170-178. 
Jastax, J. Problems of psychometric scatter analysis. Psychol. Bull., 1949, 46, 
177-197. 


. Jones, H. E., and Conran, H. S. The growth and decline of intelligence: a 


study of a homogeneous group between the ages of ten and sixty. Genet. 
Psychol. Monogr., 1933, No. 13. 

Kxrry, E. L, Theory and techniques of assessment. In Srowz, C. P. (Editor), 
Annual Review of Psychology, 1954, 5, 281-310. 


. Krrzincer, H., and Biumserc, E. Supplementary guide for administering and 


scoring the Wechsler-Bellevue Intelligence Scale (Form I). Psychol. Monogr., 
1951, 65, No. 2. 


. Krxnanorr, S. G. Psychological changes in organic brain lesions and ablations. 


Psychol. Bull., 1945, 42, 585-623. 

Kons, S. C. Intelligence measurement: a psychological and statistical study 
based upon the block-design tests. New York: The Macmillan Co., 1923. 
Kunimann, F. and Anverson, R. G. The Kuhlmann-Anderson. intelligence 

tests. Minneapolis: Educational Test Bureau, 1927, 1942. 


. Levi, J. A psychometric pattern of the adolescent psychopathic personality, 


Abstract of thesis submitted at the New York University School of Educa- 
tion, 1934, 65-68. 

Levi, J, OPPENHEM, S., and WECHSLER, D. Clinical use of the mental de- 
terioration index of the Bellevue-Wechsler Scale. J. abnorm. soc. Psychol., 
1945, 40, 405-407. 

Lipz, T., Gay, J. R., and Trerze, C. Intelligence in cerebral deficit states and 
schizophrenia as measured by Kohs block test. A.M.A. Arch. Neurol. 
Psychiat., Chicago, 1942, 48, 568-582. 


. MacamEr, Ann. Generalization in successful psychotherapy. J. consult. Psy- 


chol., 1950, 14, 64-70. 


. Macaret, ANN. Clinical methods: psychodiagnostics. In C. P. Srowz (Edi- 


tor), Annual Review of Psychology, 1952, 3, 283-320. 
Macaret, ANN, and Simpson, M. A comparison of two measures of deteriora- 
tion in psychotics. J. consult. Psychol., 1948, 12, 265-270. 


. Macarer, Ann, and Tompson, C. W. Differential test responses of normal, 


superior and mentally defective subjects. J. abnorm. soc. Psychol., 1950, 45, 
163-167. 


. Macaret, Ann, and Wmicur, C. Limitations in the use of intelligence test 


erformance to detect mental disturbance, J. appl. Psychol., 1943, 27, 
87-398. 


. McNemar, Q. The revision of the Stanford-Binet Scale. Boston: Houghton 


Mifflin Co., 1942. 


. McNemar, Q. On abbreviated Wechsler-Bellevue scales. J. consult. Psychol., 


1950, 14, 79-81. 


. Mites, W. R. Psychological aspects of ageing. In Cowpnv, E. V. (Editor), 


Problems of ageing. Baltimore: The Williams & Wilkins Co., 1942. 
Mowrer, O. H. Learning theory and personality dynamics. New York: The 


Ronald Press Co., 1950. 


. Mussen, P. Dean, S. and ROSENBERG, M. Some further evidence on the 


validity of the WISC. J. consult. Psychol., 1952, 16, 410-411. 


. Porreus, S. D. The Porteus maze test and intelligence. Palo Alto, Calif.: 


Pacific Books, Publishers, 1950. 
Rasm, A. I. The use of the Wechsler-Bellevue Scales with normal and ab- 
normal persons. Psychol. Bull., 1945, 42, 410-422. 


. Rasin, A. L, and Guertin, W. H. Research with the Wechsler-Bellevue Test: 


1945-1950. Psychol. Bull., 1951, 48, 211-248. 


158 


AN INTRODUCTION TO CLINICAL PSYCHOLOGY [5 


. Rapaport, D. Diagnostic psychological testing. Chicago: Year Book Pub- 


lishers, Inc., 1946. 


. Rappaport, S. R., and Wess, W. B. An attempt to study intellectual deteri- 


oration by pre-morbid and psychotic testing. J. consult. Psychol., 1950, 14, 
95-98. 


. Rorrer, J. B. Clinical methods: psychodiagnostics. In C. P. Stone (Editor), 


Annual Review of Psychology, 1953, 4, 295-316. 
Sarason, S. B. Projective techniques in mental deficiency. Char. Pers., 1945, 
13, 237-245. 


. Scuorretp, W. Critique of scatter and profile analysis of psychometric data. 


J. clin. Psychol., 1952, 8, 16-22. 


. Srasuone, H. C. Differences between verbal and performance IQs on the 


Wechsler Intelligence Scale for children. J. consult. Psychol, 1951, 15, 
62-67. 


. Suaxrtr, C. L. Occupations in psychology. Amer. Psychologist, 1946, 1, 


559-582. 


. Surptey, W. C. A self-administering scale for measuring intellectual impair- 


ment and deterioration. J. Psychol., 1940, 9, 371-377. 


. Srong, C. P., Grrpner, J., and Atsrecut, R. An alternate form of the Wechs- 


ler Memory Scale. J. Psychol., 1946, 22, 199-206. 
Terman, L. M., and Merritt, M. A. Measuring intelligence. Boston: Hough- 
ton Mifflin Co., 1937. 


. Tuompson, C. W., and Macaret, ANN. Differential test responses of normals 


and mental defectives. J. abnorm. soc. Psychol., 1947, 42, 285-293, 


. Warum, J. E. W. A comparison of the Stanford 1916 and 1937 (Form L) 


Test results with those from the Arthur Performance Scale (Form I) based 
on the same subjects. J. genet. Psychol., 1946, 69, 45-55. 


. Warson, R. I. The use of the Wechsler-Bellevue Scales: a supplement. 


Psychol. Bull., 1946, 43, 61-68. 
Wecuster, D. The measurement of adult intelligence. Baltimore: The Wil- 
liams & Wilkins Co., 1944. 


. Wecuster, D. The Wechsler-Bellevue Intelligence Scale, Form II. New York: 


Psychological Corp., 1946. 


. Wecuster, D. The Wechsler Intelligence Scale for children. New York: Psy- 


chological Corp., 1949. 
WzcusLEm, D. A standard memory scale for clinical use. J. Psychol, 1945, 
19, 87-95. 


. Wecuster, D. Cognitive, conative, and non-intellective intelligence. Amer. 


Psychologist, 1950, 5, 78-83. 


. Wecuster, D. Equivalent test and mental ages for the WISC. J. consult. 


Psychol., 1951, 15, 381-384. 


. WxisENBERG, T., Rog, A, and McBring, K. E. Adult intelligence. New 


York: Commonwealth Fund, 1936. 


. Wesskorr, E. A. Intellectual malfunctioning and personality. J. abnorm. soc. 


Psychol., 1951, 46, 410-423. 


. Wetts, F. L., and Martin, H. A. A method of memory examination suitable 


for psychotic cases. Amer. J. Psychiat., 1923, 8, 243-258. 


. Wie, I. S., and Davis, R. Use of Kohs test as an indicator of mental confu- 


sion. Amer. J. Orthopsychiat., 1936, 6, 1-16. 
WiwpLE, C. Psychological tests in psychopathological prognosis. Psychol. Bull., 
1952, 49, 451-482. 


. WirrMaN, M. P. The Babcock deterioration test in state hospital practice. 


J. abnorm. soc. Psychol., 1933, 28, 70-84. 


. Yacorzynsx1, G. K. An evaluation of the postulates underlying the Babcock 


deterioration test. Psychol, Rev., 1941, 48, 261-267. 


Chapter 6 


INTEREST AND PERSONALITY MEASUREMENT 
By Rarru F. Bernir, Px.D. 


N UMEROUS TECHNIQUES are available for the clinician’s use when he 
faces the problem of predicting the behavior of a client. Whether he 
uses observational methods, interview techniques, projective approaches, 
or the so-called “objective” psychometric methods depends in part upon 
the type of response with which he is concerned and in part upon the 
relative efficiency and economy of the various approaches. Some clini- 
cians find they are more adept using certain kinds of diagnostic meth- 
ods; certain diagnostic methods are more appropriate for specified types 
of clients; and ofttimes staff, time, or material limitations determine 
the types of diagnostic methods in use. Regardless of the psychologist’s 
preferences, he must be aware of the uses that can be made of all meth- 
ods, of their limitations and potentialities. The purpose of this chap- 
ter is, therefore, to discuss the characteristics of selected interests and 
personality tests. How they are constructed, their uses, and problems 
of their validities are the questions on which this chapter focuses. 

Descriptively speaking, the objective personality and interests tests 
involve the presentation to a client by a trained examiner of a number 
of carefully described, standardized stimulus patterns with the request 
that he respond in a specific way. The client's responses are then classi- 
fied either according to a predetermined scale empirical in its origins or 
to one that is rationally derived. As an example of the former, a client, 
by hypothesis considered hypochondriacal, is given a test booklet con- 
taining thirty-two questions to each of which he is directed to answer 
with a "Yes" or “No.” Later, his responses are compared to those made 
to the same questions by a group of psychiatrically diagnosed hypo- 
chondriacs. This comparison yields a score which permits further score 
comparisons with persons in sclected groups, both clients and nonclients. 
In this way the extent to which the patient resembles the hypochondriac 
more than does the average client or nonclient becomes evident. As an 
example of the rational approach, the scale in question could have been 
developed by a group of experts who listed how the hypochondriac 
would behave. Thus, a comparison could be made between the 
present client's responses to the items as anticipated or predicted by the 
experts. 
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Personality and interest tests, either empirical or rational in their 
origins, are sometimes differentiated from other psychodiagnostic ap- 
proaches by virtue of their so-called “objective,” “standardized,” and 
“self-evaluative” attributes. This is true only in part inasmuch as other 
clinical instruments can be so described.t Perhaps it is somewhat more 
accurate to say that tests of this type differ from other kinds chiefly 
by virtue of their composition. Made up of relatively meaningful 
questions, they call for definitive verbal responses. These “objective” 
tests, cannot, therefore, be differentiated from all others in an “either- 
or" fashion. Nonetheless, they are often spoken of as if they could be. 

The extent to which these tests are used in psychological clinics has 
been investigated by Louttit and Brown (53) who, by way of ques- 
tionnaires sent to 43 agencies in 1947, report the frequency ratings for 
those mentioned by respondents. As one would expect, the Stanford- 
Binet and the Wechsler-Bellevue Scales ranked first and second. The 
Rorschach ranked 5.5 in the incidence with which it was mentioned. 
Of the tests falling within the scope of this chapter, the Strong Voca- 
tional Interest Test (a ranking of 9), and the Minnesota Multiphasic 
Personality Inventory (a rank of 15.5) were the most frequently men- 
tioned inventories. They were followed in frequency of reported use 
by the Bell Adjustment Inventory (18.5), the Bernreuter Personality 
Inventory (20.0), and by the Kuder Preference Record (25.0). It is 
noteworthy that the frequency with which tests are used in a clinic de- 
pends upon the location of the clinic, that is, whether it is within a 
hospital setting, in a social service agency, or in a school or college. 
Other factors would include the age and occupational status of the 
clientele served. The background and training of the clinicians, the 
types of problems accepted, and available financial resources are addi- 
tional determinants. Then, too, clinics operating largely from the 
psychoanalytic viewpoint, for example, might frequently use the Blacky 
Test, while clinics focusing in part upon vocational problems of their 
clients might be expected to make greatest use of the vocational interest 
tests. Perhaps clinics actively engaged in research programs might con- 
ceivably make considerable use of the Rorschach or the Minnesota 
Multiphasic Inventory. Even so, certain personality and interest tests 
are sufficiently often used today in clinical settings to merit-our con- 
sideration of them. 


The Construction of Personality and Interest Tests 


By virtue of the multidimensionality of personality (1, 16, 30), as 
illustratively documented by the divergence implied between the psycho- 
analytic approach and that by the factor analyst (16, 76), and by virtue 


1 Selected projective techniques have certainly been so described upon occasion. 
See Chapter 7. 

2 Not all personality and interests tests of the types under consideration here are 
verbal. Some use pictures (32), others, for example, wooden blocks (38). 
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of the fact that each person is in part similar to and in part different 
from all others, the approaches to the development of personality tests 
are varied. These can best be illustrated by describing briefly the 
techniques used in the construction of a few of the more frequently used 
scales. 

The Strong Vocational Interest Test is considered by many as a good 
example of the empirical approach to test development (69). Strong 
assembled 400 items that he and other workers had found effective in 
the measurement of interests. ‘The client, in taking the test, responds 
to each of these items by indicating whether he likes, dislikes, or is in- 
different to it. There are 100 items referring to specific occupations, 
a list of items relating to amusements, a list referring to school subjects, 
a list pertaining to various kinds of activities, and another referring to 
the peculiarities of people. Another section of the test requires the 
client to indicate which three from a list of ten activities are most liked 
and which three are liked least. Another part asks for statements of 
preference between two items arranged in a series. A final section asks 
the client to estimate his present abilities and characteristics. 

In the development of the test, these above-mentioned items were 
given to a group of 3,534 men in 15 different occupations in order to 
provide a sampling of business and professional men in general. Then 
the test was given to groups of men in a wide variety of occupations. 
For example, 338 accountants were tested, including 160 general ac- 
countants, 54 cost accountants, 65 auditors, and 66 comptrollers and 
treasurers; 250 bankers were examined, 185 carpenters, and 336 physi- 
cians. Indeed, groups of men from approximately 40 different occupa- 
tions were studied. From 290 to 1,000 persons were in each occupational 
group. The frequencies of response types to each item for the men in a 
given group were determined. This pattern of responses was compared 
to the responses given by the men-in-general group. Weights were then 
determined for each response to each item and for each part of the 
entire test. Thus, a total score for accountants was obtained by merely 
adding the weights, earned by the client, on the accountants’ scale. To 
take an example, one item asks the examinee whether he would 
like to be an actor, Forty-two per cent of the ministers studied replied 
affirmatively, 33 per cent reported they were indifferent, while 25 per 
cent replied in the negative. Of men in general, 21 per cent reported 
they would like to be actors, 32 per cent said they were indifferent to 
the item, and 47 per cent reported a dislike for the occupation in ques- 
tion. Now to determine the weights for this item on the ministers’ 
scale, we would subtract the percentage of men in general who liked 
the item from the percentage of ministers liking the item. This differ- 
ence is 21. By statistically weighting this difference, we arrive at a 
weight of 2. When a person, therefore, indicates that he would like to 
be an actor, the examiner in scoring his blank on the ministers’ scale 
includes in the total score for that scale the weight of 2 points for this 
response. Similarly, weights are computed for the “indifferent” and 
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“dislike” responses to each item. Summarily, we then have a total score 
for each available scale, each score consisting of the sum of the weights 
for each of the responses to the items. These scores are then reported 
in letter grades: A, B plus, B, B minus, and C. 

In contrast to the empirical development of the Strong Blank, the 
rational approach is demonstrated in the construction of the Kuder 
Preference Record. Here, Kuder (1939, 1942, 1951) first considered the 
general areas of preference for which he would like to obtain measure- 
ments. The following areas are now included in the scale: outdoors, 
mechanical, computational, scientific, persuasive, literary, musical, ar- 
tistic, clerical, and social service. Subjects were asked to rank in order 
of their preference each activity in the many groups offered. The report 
blanks were then scored for preferences in types of activities. Scales 
were then developed, responses to individual items compared to total 
scores on the scales, and correlations among items and between scales 
determined. Over the years new items have been added, the number 
of scales increased. Eventually a test has evolved which requires the 
client to select only those items which are liked or disliked. Scores are 
reported in percentiles. Figure 6-5, p. 182, is illustrative. 

The rational method, applied to the construction of a personality in- 
ventory, is illustrated by the Evans-McConnell Introversion-Extroversion 
Test. Items were first selected from a variety of introversion-extroversion 
tests and given to a group of subjects. Item analysis showed three classes 
of items. This led the authors to name and endeavor to measure three 
different kinds of introversion-extroversion, namely, thinking introver- 
sion, social introversion, and emotional introversion. 

The Minnesota Multiphasic Personality Inventory, on the other 
hand, illustrates the empirical approach to the construction of a per- 
sonality test. Items were first assembled from previously published tests 
of personality, from case histories, and from clinical experience. These 
items were then administered to a group of persons in general. In this 
instance they were visitors to a university hospital. The items, next, 
were given to groups of patients carrying psychiatric diagnoses. For 
example, a group of hospitalized patients diagnosed as hypochondriacal 
and another group diagnosed as schizophrenic were tested. The re- 
sponses made by the psychopathological groups were compared to those 
made by the persons in general (the visitors). On the basis of this 
comparison, broad as it was, scoring scales were developed so that a 
client's test could be scored on a scale for each diagnostic group. A 
profile could then be drawn for each examinee (see Figure 6-1, 170). 

Basic to the development of personality and interests tests are the 
empirical and rational approaches illustrated in the preceding para- 
graphs. As yet little evidence exists to indicate which approach pro- 
duces the more effective test. 
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Interests 


One of the manifold dimensions of personality is human interest. 
The term conceptualizes those inferred factors within the individual 
which, behaviorally speaking, attract him toward, or repel him from, 
various objects, persons, and activities within his environment (10). 
The subjective aspect of interests, where emphasis is placed upon the 
affective component, is inferred from careful observations of behavior. 
These observations are then interpreted as indicative of a like or dislike. 
The objective expression of course is inferred on the basis of observations 
which involve an approach toward and a choice of alternatives equally 
available to the person. So it comes about that we consider an individual 
interested in an activity, another person, or a job, if he either expresses 
verbally a liking for or makes a choice between activities, persons, and 
jobs. 
More systematic study has been done on the problem of vocational 
interests than on any other dimension of personality. Although much 
of this is oriented toward the duties of the vocational counselor, the 
studies have relevance for the clinical psychologist. Since vocational 
adjustment is among the most important of all adjustments, it is ques- 
tionable whether a person can be considered to have attained a satis- 
factory state of adjustment if he is, job-wise, dissatisfied and ineffective. 
Whether the clinician evaluatively concludes that a client cannot attain 
satisfactory vocational adjustment until he has resolved other problems, 
or whether he concludes that referral for professional help elsewhere can- 
not modify these other problems until he has improved his vocational 
status, depends in part upon the client and, in part, upon the clinician’s 
orientation. In every case, nonetheless, the vocational status of the client 
must be considered by the psychologist. Information pertaining to voca- 
tional interests must accordingly be a part of his working store of knowl- 
edge. For this reason attention centers for the most part upon vocational 
interests even though it is realized that other types of interest, particularly 
recreational and social in type, have clinical relevance (see Chapter 24). 

Selected facts relating to vocational interests can be summarized as 
follows. First, inventoried interests are not the same as verbalized in- 
terests. For instance, when one asks a person what kind of work he finds 
most interesting, and then determines his occupational interests through 
the use of an inventory, the resulting correlations for groups of persons 
so studied hover around .50 (11, 22). Second, as with other dimensions 
of personality, wide individual differences are found. Indeed, as with 
these other dimensions, broad commonalities and consistencies in inter- 
est patterns are noted. These patterns develop as the person matures. 
Indeed, for most persons vocational interest patterns become stable 
around the age of eighteen or twenty. This suggests that most voca- 
tional interest tests can be administered to persons after this age with 
some assurance that the basic patterns will not significantly change. In 
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fact, the interests of persons in various occupations can be differentiated 
readily and consistently, and these differences are known to be related 
to the extent to which persons remain in occupations, even over a 
twenty-year period (66). The vocational interests of occupationally 
dissatisfied persons tend to be dissimilar to the interests of satisfied 
persons in those occupations. Occupationally dissatisfied persons tend 
to migrate into occupations where the workers have interest patterns 
similar to their own. Too, devious relationships have been noted be- 
tween interest patterns and psychopathology, but these usually are 
small as well as difficult to demonstrate and to evaluate. Third, con- 
sistent sex differences are found in vocational interests. It is for this 
and other reasons that two forms of the Strong interest test have been 
developed, one for men and the other for women. Fourth, and im- 
portant for the clinician, is the fact that the relationships between voca- 
tional interests and general as well as special abilities are quite limited, 
too low in fact to assume that a client who has a given level of special 
ability will also exhibit related interests. While relationships to achieve- 
ment are believed to be positive in trend, they are difficult to demon- 
strate conclusively by virtue of the intervention of complex motivational 
and personality variables. 


Personality Tests 


It is safe to say that personality tests have been more often subjected 
to scrutiny and criticism than any other single type of psychological 
method. The originators of these tests have at times been accused of 
ignoring the drives and motivations that underlie behavior (31), of 
ignoring personality structure and the client’s conflicts, and of largely 
ignoring problems of reliability and validity. The significance of these 
criticisms cannot be denied. 

The evaluation of any type of psychological test requires an investi- 
gation into the reliability and validity of the instruments. The re- 
liability coefficients for the many available tests range from .60 to .95. 
Just as with all tests, the reliabilities here are dependent not only upon 
the test itself but also upon the population used in determining the 
reliability and upon the method selected for arriving at an estimate. 
Baxter and Paterson (8) compared the relative reliabilities of various 
types of tests and found that, in general, achievement tests tended to be 
most reliable, followed in order by scholastic aptitude tests, reading 
tests, special aptitude tests, and, finally, personality tests, which were 
found to be least reliable. They estimated that achievement tests could 
locate an individual within the limits of 20 per cent of the total scale 
of measurement, whereas personality tests could locate individuals 
within 40 per cent of this total scale of measurement. 

In a review of studies investigating the validities of personality ques- 
tionnaires, Ellis (28) found relatively few that made use of outside 
criteria. Of the relatively few validations reported in this study of the 
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literature prior to 1946, many were not objective; they were little more 
than statistical checks. Ellis also noted that of the nine attempts to 
validate personality tests on behavior problem children, three gave posi- 
tive and six gave negative results. Of 34 attempts to validate tests with 
delinquents, 21 gave positive and 13 gave negative results. Of 75 at- 
tempts to evaluate them against psychiatric and psychological diagnoses, 
45 gave positive and 30 gave negative results. Of 44 attempts to validate 
personality tests against ratings by friends and associates, half gave 
positive results. Ellis concluded that group-administered paper and 
pencil personality questionnaires, available prior to 1946, were of dubi- 
ous value in differentiating between groups of adjusted and maladjusted 
persons, and that they were of questionable value when used in the 
diagnosis of individual problems. Individually administered personality 
inventories, such as the Minnesota Multiphasic Personality Inventory, 
appeared, however, to be more promising in view of the available re- 
search evidence. 

Ellis listed 26 points of criticism which have often been raised against 
paper and pencil personality tests. Among these were the following six: 
(1) the tests do not usually bring out configurational meanings; (2) 
personality cannot be described in terms of single traits, such as neuroti- 
cism; (3) cultural factors often have an undetermined effect upon the 
validity of the questionnaires; (4) most inventories can easily be 
falsified; (5) many people may lack insight to such a degree that they 
are unable to give accurate answers to the questions on most inventories; 
and (6) many tests are constructed through the use of armchair rather 
than empirical methods. On the constructive side, Ellis enumerated 
11 points in favor of personality inventories. Among these were the 
following five: (1) they are standardized instruments that can be 
handled objectively and statistically; (2) they usually are easily ad- 
ministered and scored; (3) they usually have some degree of validity; 
(4) experienced clinicians often obtain valuable information about their 
clients from personality tests; and (5) statistical analyses demonstrate 
that the traits measured by questionnaires have a real existence and are 
not the result of chance factors. 

A frequent objection to personality inventories is that the questions 
have different meanings for different individuals, that is, they are in- 
terpreted in different ways by different clients and hence this state of 
affairs makes the test results meaningless. This argument has been 
answered by Meehl (57) who states that: 


It has not been sufficiently recognized by critics of structured per- 
sonality tests that what a man says about himself may be a highly 
significant fact about him even though we do not entertain with any 
confidence the hypothesis that what he says would agree with what 
complete knowledge of him would lead others to say of him. It is 
rather strange that this point is so often completely passed by, when 
clinical psychologists quickly learn to take just that attitude in a 
diagnostic or therapeutic interview. . . . That the deepest layers of 
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personality are not verbal might be admitted without implication that 
they cannot therefore make themselves known to us via verbal be- 
havior.* 


It follows then that the clinician must wisely select for administration 
those inventories whose reliabilities and validities (24) (predictive, 
status, and congruent types specified) have been investigated and re- 
ported in the tests’ manuals. They may then be given to those clients 
who conform to the specifications manual-wise. Responses to the items 
thus become data for study and evaluation. For the clinician, to take 
an illustration at an extreme, either a deliberate or an “unconscious lie” 
is meaningful. With these cautions in mind, attention now turns to 
descriptions of selected tests of personality. 


Particular Tests of Personality 


Tests have been developed to measure seemingly innumerable facets 
of personality. These include the following illustrations: accuracy, af- 
fective potency, annoyance, anxiety, aspiration, confidence, consistency, 
empathy, euphoria, food aversion, humor, imagination, masculinity- 
femininity, originality, punctuality, social introversion-extroversion, 
status, and susceptibility to monotony. Of the hundreds that have been 
developed over the years, fewer than fifty are used with any frequency. 
The section on character and personality tests in the Mental Measure- 
ments Yearbook (14, 1949) reviews 55 nonprojective tests. Even of 
these, no more than a dozen is occasionally used. At present it seems 
fair to say that the number of personality tests has outdistanced our 
knowledge of them. The few selected for description below are those 
most often used in the clinical setting. They are grouped, for con- 
yenience, into (1) inventories, (2) scales, factor analytic in origins, and 
(3) miscellaneous. In the first group are the MMPI, the Bell, Bern- 
reuter, and Allport-Vernon Scales. 


The Minnesota Multiphasic Personality Inventory (MMPI). While 
the purpose of the authors in the development of this scale is described 
in the test manual, it can be said that the MMPI is a psychometric in- 
strument designed to provide a picture of those traits commonly met 
among those suffering from disabling behavior disorders. The method 
used in its construction has been described above. Two forms of the 
test are available. In the individual form, each of 550 items is printed 
on cards and placed by the examinee in either a “true,” “false,” or 
“cannot say” category. In the second, the group form, the items are 
printed in a 14-page booklet. Wiener (83) and Gilliland and Colgin 
(33) have reported evidence suggesting that the two forms yield equiva- 
lent results. Ellis (28), however, has maintained that the evident su- 


8 Reprinted by permission granted from the author and publisher of “The dynamics 
of structured ‘Personality Tests,’ " J. clin. Psychol., 1945, 1, 297-303. 
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periority of the MMPI over other types of personality inventories may 
well be due to the fact that it is individually administered. 

Four “validity” and nine “diagnostic” scales have been prepared by 
the authors of the MMPI. Several other scales have been developed in 
order to evaluate human variables ranging from anxiety to underachieve- 
ment. The purpose of the validity scales is to assist the clinician in in- 
terpreting the other scales of the inventory. The validity scales them- 
selves may possess some diagnostic value, although no clear-cut evidence 
is available to establish this. The first of the validity scales is the Ques- 
tion scale and, in raw score, is equal to the number of items placed in 
the “Cannot say” category. The client who answers an excessive num- 
ber of items with “Cannot say" can sometimes be encouraged to re- 
consider those items, then to classify many of them as true or false. The 
second validity scale is the Lie scale. This score is derived from re- 
sponses to a series of questions each having an answer that is obviously 
socially acceptable and at the same time can be given truthfully only 
by a small number of persons. For example, only a small percentage 
of people truthfully can say they never get angry, and only a small per- 
centage can say that their table manners are as good at home as they are 
away from home. Answering any one or perhaps any few items like this 
in a socially accepted manner does not mean the client is untruthful. If 
the examinee answers a large number of items like this in a socially ac- 
ceptable manner, however, this suggests that he may not be giving truth- 
ful responses. He may be trying to give an exaggeratedly favorable im- 
pression. The third validity scale is the F scale, and is based upon the 
number of infrequent or rare responses. To each item of the F scale, 
a few persons are found who can truthfully and accurately respond in 
the significant direction. The probability is small, however, that any 
given person truthfully can respond to a large number of these items. A 
high F score suggests that the examinee did not understand the direc- 
tions, that he made many clerical errors in indicating his responses, or 
that he was careless. A high F score sometimes helps to identify a test 
that has not been properly scored. Occasionally it proves to have diag- 
nostic value in helping to identify persons showing bizarre behavior. The 
final validity scale is the K scale, developed to sharpen the discriminatory 
power of the other scales. Its originators describe it as a suppressor 
variable, perhaps related to the examinee’s attitude toward personality 
tests and their items. Persons trying to obtain favorable scores on the 
inventory, those who perhaps are quite defensive, will tend to obtain 
high K scores. Those trying to malinger, that is earn "poor" scores, 
will tend to obtain lower K scores. Clinical experience suggests that 
these K scores rise as psychotherapy successfully progresses. 

It is pertinent to raise the question as to whether an MMPI profile 
with one or more validity scores over 70 has any diagnostic value. The 


validity scores themselves may tell the clinician something of the client’s 


attitudes toward the test, and perhaps toward the entire diagnostic 
and therapeutic process, but otherwise such profiles must be used, if 
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at all, with more than usual caution. Often the persons with elevated 
validity scores have misunderstood the directions, have been careless, 
or have been uncooperative. Inasmuch as we do not know the extent 
to which their scores on the other scales reflect these attitudes, it is often 
necessary to administer other psychodiagnostic instruments. 

The first of the diagnostic or clinical scales is the Hypochondriasis 
Scale (Hs). It is based upon the responses made by psychiatrically 
diagnosed cases of hypochondriasis. Persons with high scores (above 
the cutoff at 70) on this scale tend to worry excessively about their 
health, have numerous pains and complaints without any clear organic 
pathology. They tend to be somewhat immature emotionally. 

The Depression Scale (D) was based originally upon the responses 
made to selected items by diagnosed depressed hospitalized patients. 
A high score may indicate poor morale, feelings of uselessness, a 
situational or a more basic depression. Upon retesting, some persons 
are characterized by wide fluctuations on the D scale, others tend to 
behave consistently with high or low scores. Some acutely depressed 
clients do not obtain high scores and tend upon occasion to be the de- 
pressed individuals who superficially and at the behavioral level show 
no depression. Although an extremely elevated D score does not nec- 
essarily indicate suicidal tendencies, it should serve to sensitize the 
clinician to this possibility. 

The Hysteria Scale (Hy) was based upon the responses of patients 
diagnosed as suffering from conversion hysteria. Many clients with 
elevated Hy scores show no overt symptoms, but may develop them 
under stress. Such high scores also usually indicate emotional imma- 
turity accompanied by excessive dependency upon parents, teachers, 
and, perhaps, clinicians. 

The Psychopathic Deviate Scale (Pd) is based upon the responses 
made by persons who have had difficulty because of the absence of deep 
emotional responses, their inabilities to profit from experience, and their 
disregard of social mores. Although a large number of “true psycho- 
paths” (see Chapter 17) have elevated scores, so also do many persons 
showing certain forms of psychopathic behavior, but who are not nec- 
essarily psychopaths. For instance, frequently the adolescent who is 
rebelling against his home and family as well as trying to bring himself 
to terms with society’s demands, has an elevated Pd score. 

The Masculinity-Femininity Scale (Mf) is based upon the responses 
made by diagnosed male homosexuals. Although most overt homo- 
sexuals obtain feminine scores on this scale, so do a large number of 
persons not so diagnosed. Elevated scores may indicate effeminate in- 
terests, submissive or docile characteristics, passive personality structure, 
or anxieties related to sexual adjustments, not necessarily homosexuality. 
Although a diagnosis of homosexuality certainly cannot be made upon 
the basis of the Mf score alone, often some relationship is found indic- 
ative of confusion in the sexual role. 
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The Paranoia Scale (Pa) is based upon the responses made by a group 
of clinic patients characterized by suspiciousness, oversensitivity, and 
delusions of persecution. Persons with high Pa scores, although they 
may not be actually paranoid, usually are suspicious, skeptical about the 
motives of others, or excessively hostile. 

The Psychasthenia Scale (Pt) is based upon the responses of psychi- 
atric patients who are troubled by phobias and compulsive acts. Per- 
sons with high scores tend to be rigid, resistant to psychotherapy, anx- 
ious, tending to worry excessively, lacking in confidence, and, upon occa- 
sion, showing overtly compulsive behavior. 

The Schizophrenia Scale (Sc) is based upon the responses made by 
patients who are characterized by bizarre behavior as well as by delu- 
sions and hallucinations (see Chapter 16). High scores are usually 
obtained by persons who are asocial, who have histories of social im- 
maturity, and who are autistic and intrapunitive. 

'The Hypomania Scale (Ma) is based upon the responses made by 
patients who are in trouble because they have undertaken too many 
things, are overly active, and who lack control over their own behavior. 
Because of this, they have difficulty in getting along with their peers. 

Although the individual scores on the MMPI scales have diagnostic 
significance, the scores are more meaningful when considered together. 
The pattern of the profile, along with the general elevation, must be 
considered in interpretation of the test scores for the individual client. 
Factor analyses have revealed that three of the scales tend to provide 
a pattern characteristic of psychoneurotics, the Hs, Hy, and the D 
Scales (78). The client obtaining elevated scores on these three scales 
and no others usually conforms to the neurotic pattern, clinically speak- 
ing. Such a profile is shown in Figure 6-1. On the other hand, eleva- 
tions on the Sc, Ma, and Pt Scales tend to be characteristic of psychotic 
individuals. For men, an elevated Mf Scale plus an elevated Pd Scale, 
with no other scores elevated, is suggestive of aggressive, overt, homo- 
sexuality. 

For women, elevated Pd scales plus depressed Mf scales are indicative 
of the “boy-crazy” adolescent. 

To case the Classification of test profiles, methods of coding have 
been developed (41, 82). By using these methods, one can compare a 
given profile with the profiles of persons in known categories and groups. 
An atlas (42) has been prepared which presents a number of profiles 
arranged according to code. Vor each profile a brief case report is given. 
Thus, when the clinician has his client’s profile, he can code the card 
and then refer to the atlas to find if any similar profiles are available. 
If so, the clinician-in-training can then read the case reports describing 
persons obtaining these profiles, and, in this way, arrive at useful clini- 
cal hypotheses concerning his own client. , : 

Perhaps more research has been done on the MMPI in relation to 
patient groups, their symptoms and behavior patterns, than for any 
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Ficure 6-1. MMPI profile of a young man whose symptoms and complaints sug- 
gested psychoneurosis. (Reprinted by permission granted by The Psychological Cor- 
poration, New York, publishers of the Profile Chart. 
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other inventory. The MMPI has, for example, been found useful in 
determining the anxiety level of persons (74). It has been found valu- 
able in the early identification of delinquents and in making prognoses 
for them (18, 43). The MMPI has been found to reflect psychological 
factors present in dermatosis. Persons with acne differed significantly 
from control groups on the Hs, Hy, Pt, and Se scales (58). The MMPI 
has been found of prognostic use in selecting patients for electronar- 
cosis therapy (40). It has been found to differentiate persons with 
psychogenic low back pains from persons with organic pains on the 
Hs, D, Hy, Pd, Pt, and Sc scales (39). Occupational groups have been 
found to obtain characteristic MMPI scores (79). The test has also 
been found to reflect personality changes accompanying malnutrition 
and semistarvation (13, 63). As the latter continued, scores were ele- 
vated on the Hs, D, and Hy scales, similar in pattern to those found for 
the psychoneurotic (51). 

Thus, for the MMPI, much experimental and research evidence is 
available for the clinician's use. As a clinical instrument providing 
assistance in diagnosis, prognosis, and evaluation, it can be quite useful. 
Seldom, if ever, can it do more than suggest hypotheses and raise ques- 
tions, which can be answered only by the consideration of additional 
information. The inventory cannot make diagnoses, no more than it by 
itself describes personality; but it can assist the clinician in achieving a 
more complete personality description. 


The Bell Adjustment Inventory. This scale, widely used in schools 
and colleges, is less often used in clinics, although Louttit and Brown 
(53) report many clinics administer it upon occasion. Two forms of 
the test are available, one for students and one for adults. On the 
latter, five scores obtain (9), each dealing with one aspect of adjust- 
ment (home, personal and emotional, health, social, and occupational). 

As compared to other types of personality inventories, this one does 
not provide information concerning the dynamics involved in the client’s 
adjustment. It, instead, indicates the general area in which adjustment 
problems are likely to lie. A high home score suggests that conflicts 
exist in the home; a high emotional score suggests that the examinee is 
emotionally immature or unstable; a high health score indicates the 
person is troubled over such matters; a high social score suggests that he 
is having difficulty or is dissatisfied with his interpersonal relations; and 
a high occupational score indicates that he is dissatisfied or experienc- 
ing difficulties on the job. The inventory is a short one, consisting of 
only about 100 questions, and requiring approximately 30 minutes to 
administer. Norms are available for high school and college students, 
and for adults. Ellis (28), in 1946, reported 12 studies of validity in 
relation to the Bell Inventory, only one of which he interpreted as pro- 
viding positive evidence for it. On this point it is wise to ask “validity 
for what?" The situation in which the validity of a test is investigated 
must be similar to the situation in which the test is to be used. Darley 
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(23) reports that when the Bell scale was used along with other tests, 
comparisons between diagnoses of maladjustment made on the basis of 
test scores and then on the basis of clinical judgment, showed satisfactory 
correspondence. The tests did not identify all students clinically judged 
to have problems; the clinical judgments did not identify all the stu- 
dents selected as clients with problems by the test. 

The Bell Adjustment Inventory is most profitably used during the 
initial contact with the examinee. Deviate scores can indicate areas 
meriting further study and can provide data upon which to build clinical 
hypotheses. Oftentimes the scores provide clues as to the extent to 
which problems are generalized. 


The Bernreuter Personality Inventory. This inventory (1931, 1933) 
consists in general of items similar to those used in earlier tests. Al- 
though designed to measure four clusters of traits (neurotic tendency, 
self-sufficiency, introversion-extroversion, and dominance-submission), 
factor analytic studies by J. C. Flanagan in 1935 indicated that only 
two variables were measured, namely, confidence and sociability. While 
still used, certain clinicians distrust its simplicity, finding its scores dif- 
ficult to evaluate by virtue of the inventory’s uncertain status. 


The Allport-Vernon Study of Values. This test has been used more 
often in college and university counseling centers than in psychological 
and mental hygiene clinics per se. It, nonetheless, provides useful clues 
as to the dominant interests and values, and, at times, yields data sug- 
gesting sources of conflict. The test is based upon a theory developed 
by Eduard Spranger (1928) who held, in essence, that men could be 
typed on the basis of their dominant value systems. The person with 
a high theoretical score on the test is primarily concerned with abstrac- 
‘tions, scientific training and related occupations. ‘Thinking is at the 
conceptual level. The person with a high score on the aesthetic scale is 
primarily concerned with the arts, the nature of beauty, emotional re- 
sponses to artistic objects, and occupations involving artistic activities. 
The economic scale is related to an interest in business affairs, com- 
merce, materialistic approaches to life, and financial operations. Money 
and symbols of money are important to persons achieving high scores 
on this scale. The political scale is indicative of interest in power. ‘The 
person earning a high score here wants to be in a position of determining 
what others do, wants to be a dominant member in his groups, admires 
persons who have achieved positions of leadership, and places high 
values upon the symbols of leadership and control. The social value 
scale, which is the least reliable and perhaps the least meaningful of the 
scales, describes the person who is primarily humanitarian, who wishes 
to work for the benefit of others. The religious scale may indicate the 
kind of person who is interested mainly in institutionalized religion, 
the person who is active in his church, but just as often it will indicate 
the type of person who is interested in philosophical problems centering 
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around religion. The scores on these scales are related both to the 
measured vocational interests of individuals (62) and to verbalized in- 
terests (6, 65). 

The Study of Values has been used effectively by marriage counselors 
and frequently offers clues relating to marital conflicts. It can also be 
used in interpreting to adolescent children and their parents sources of 
difficulty between them. It provides information useful for vocational 
counseling; it is a useful analytical device in helping a client attain an 
objective self-appraisal. Figure 6-2 is summarily illustrative. 


High. 


Average: 


Low, 


Theoretical Economic Aesthetic Political Religious 


Ficurr 6-2. The profile of values earned by a psychiatric male patient, aged 30. 
What does this profile suggest to you about him? What hypotheses can you formu- 
late? How would you test them? (Profile chart reprinted with permission granted 
by The Houghton Mifflin Company, publishers of the Allport-Vernon-Lindzey Study 
of Values, rev. ed., 1951.) 


The Factor Analytic Approach: Illustrative Tests 


Students of this approach to the measurement of personality vari- 
ables stress the need for the identification and eventual measurement of 
unitary, independent, and psychologically meaningful dimensions of 
the person. By virtue of limitations in space, only two approaches il- 
lustrative of this attack upon the problem are mentioned below. 


The Guilford-Martin Temperament Profile Chart. This is a chart 
based upon scores coming from three personality inventories measur- 
ing 13 variables or dimensions. These variables, as quantified by the 
inventories, were identified through a series of factor analyses. The 
items included in each of the 13 scales were selected upon the basis of 
internal consistency. Thus, a group of heterogeneous items was given 
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to a number of subjects, and intercorrelations among the scores on these 
items were determined. The resulting correlation matrices were then 
factor analyzed; the characteristics measured were then identified. The 
items related to each characteristic were assembled and included with 
other items apparently measuring the same attribute. These items 
were then screened through item analyses. Only those items were re- 
tained that related to the variable being measured. Thus, the rational 
method of test development was used in the construction of these 
scales. The three inventories measuring the 13 factors, when all are 
administered, are described briefly in Table 6-1. Relatively little re- 


TABLE 6-1. 


Tur COMPOSITION or THE GuiLFORD-ManrIN (36) TEMPERAMENT PROFILE 
Cuart * 


1. The first inventory, comprising five factors, covers the concept of introversion- 
extroyersion (STDCR Scale) 


S— Social introversion (shyness, tendencies to withdraw from social contact) 

T—Thinking introversion (inclination toward meditative thinking, philosophiz- 
ing, analysis of self and others) 

D—Depression (including feelings of unworthiness and guilt) 

C—Cycloid tendencies (shown in strong emotional reactions, mood fluctuations, 
tendencies toward flightiness or instability) 

R—Rhathymia (happy-go-lucky or carefree disposition, liveliness, impulsiveness) 


2. The second inventory (GAMIN) measures five dimensions 
G—Great pressure for overt activity 
A—Ascendancy in social situations; leadership 
M—Masculinity in attitudes and interests 
I—Lack of inferiority feelings; self-confidence 
N—Lack of nervousness and irritability 


3. The (third) Personnel Inventory I measures three dimensions 
O —Objectivity as opposed to subjectivity 
Ag—Agreeableness as opposed to belligerence, dominance, and over-readiness to 
fight over trifles 
Co—Cooperativeness as opposed to fault finding, or over-criticalness of people 
and things 


* Reprinted with permission granted by the Sheridan Supply Company, Beverl 
Hills, California, publishers of the tests. PPy pany, y 


search on these inventories has been reported, other than that involved 
in their construction. Some mimeographed materials have been made 
available showing test scores for various groups, including employees 
in different categories, executive and administrative employees, and 
trouble-makers. À factor analysis of scores earned on the 13 dimensions 
suggests the presence of what one might call four super factors, tenta- 
tively designated as drive restraint, realism, emotionality, and social 


adaptability (54). 
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R. B. Cattell’s Sixteen Personality Factor Questionnaire (The “16 
P. F. Test”) (16, 17). Here the purpose has been to develop in two 
equivalent forms, an inventory of “real, functionally unitary, and psycho- 
logically meaningful dimensions” (17) of personality, based upon factor 
analyses of raw data obtained from behavior ratings, objective person- 
ality tests and inventories, as well as from clinical and social reaction 
patterns as observed in a wide range of structured and unstructured situ- 
ations, The result has been the isolation of 16 dimensions or factors 
upon which the questionnaire is based. Each item on every dimension 
—usually there are about 23 questions for each factor—possesses demon- 
strated saturation with reference to each of the factors it purports to 
measure. These factors, designated by letters, are descriptively listed 
in Table 6-2. The reliability of the measures, by the split-half method, 


TABLE 6-2. 
Tur Sixteen Personauity Factors As Isovarep BY R. B. CaTTELL Clay 


Factor A, Cyclothymia versus schizothymia 

Factor B. General intelligence versus mental defect 

Factor C. Emotional stability (ego strength) versus dissatisfied emotionality 

Factor E. Dominance or ascendance versus submission 

Factor F. Surgency versus desurgency, or depressive anxiety 

Factor G. Character or superego strength versus lack of internal standards 

Factor H. Adventurous, autonomic resilience versus inherent, withdrawn schizo- 
thymia 

Factor I. Emotional sensitivity versus tough maturity 

Factor L. Paranoid schizothymia versus trustful altruism 

Factor M. Hysterical unconcern (or "'bohemianism" ) versus practical concernedness 

Factor N. Sophistication versus rough simplicity 

Factor O. Anxious insecurity versus placid self-confidence 


Factor Q,. Radicalism versus conservatism 

Factor Oy. Independent self-sufficiency versus lack of resolution 
Factor Oj. Will control and character stability 

Factor Q4. Nervous tension 


* Reprinted with permission granted by the author and publisher of Handbook 
for the sixteen personality factor questionnaire (Champaign, Ill: Institute for Per- 
sonality and Ability Testing, 1953). 


of each factor when expressed as a consistency coefficient, ranges for a 
stratified sample of 200 persons, from .50 to .88. Each of the 187 items 
on each form requires the client to reply in one of three ways: "yes," 
"uncertain" (or “in between"), and “no.” Raw scores earned on each 
of the 16 scales are translated into standard scores, and these in turn 
are so plotted as to provide a profile (see Figure 6-3). Recent studies 
on 25 occupational groups indicate the test's usefulness in vocational 
counseling settings. Studies of the personality traits of psychiatric pa- 
tients likewise yield characteristic profiles sufficiently distinct as to dis- 
tinguish the neurotic from the normal and from the psychotic, to dis- 
tinguish the manic-depressive from the schizophrenias. The data from 
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the questionnaire, when it is readministered after several months dur- 
ing which interval the client has been receiving intensive psychotherapy, 
indicates the instrument's usefulness in the measurement of progress 
(17). A "junior scale" is available for children. 


Source 
Trait 


e 


PROFILE 
PAARA o-xoo00 


Ficurr 6-3. Personality profile of a young psychiatric male patient. By refer- 
ence to Table 6-2 what sort of a person is he? What hypothesis can you make 
regarding his diagnosis? (Reprinted with permission granted by R. B. Cattell, au- 
thor and publisher of The sixteen personality factor questionnaire.) 


Miscellaneous Tests. Several psychological tests are available that 
are neither inventories nor projective instruments. These purport, none- 
theless, to measure important personality variables. They rest upon 
the assumption that significant deviations in personality structure are 
accompanied by disturbances in ideation. For example, evidence can be 
found that the thought processes of the schizophrenic differ from those 
of the healthy individual (38). By detecting the nature of the changes 
in the thought processes accompanying personality abnormalities, in- 
formation about these disturbances can obtain. Certain of these tests, 
such as the Goldstein-Sheerer Tests of Abstract and Concrete Thinking, 
are primarily designed to provide information about the thought proc- 
esses per se. The Concept Formation Test (by Hanfmann and Kasa- 
nin), as an extension of Vigotsky’s early observations, although dealing 
with the ideational and judgmental characteristics of the client, is de- 
signed primarily to yield data relating to the nature of the client's 
personality disorder. The test consists of 22 wooden blocks of varying 
color, shape, and size. The patient is asked to separate the blocks into 
four groups. How well he performs this task is largely a function of his 
ability at the time to use and shift to different concepts. Considerable 
research, much of it by Hanfmann and Kasanin, has indicated that 
schizophrenic patients, healthy persons, and patients with organic brain 
disorders perform differently on the test, although often with consider- 
able overlap among the groups. This test is perhaps most useful for 
the elicitation of information indicative of the severity of the disorder, 
rather than for purposes of differential diagnosis. 


6] INTEREST AND PERSONALITY MEASUREMENT 177 


Vocational Interest Tests 


Tests of this type are more often found in the vocational counseling 
center than in the psychological clinic. Just as the counselor cannot 
limit his activities to specific vocational problems, however, neither can 
the clinical psychologist exclude from his duties the client's vocational 
adjustment. Indeed, many clients develop symptoms apparently un- 
related to vocational problems only later to find via counseling the im- 
portant role of the inappropriate occupation or job. On the other hand, 
many persons suffering from even mild personality disorders find their 
job adjustments affected. The clinical psychologist must accordingly be 
alert to vocational interests and their relationships to the behavior 
disorders. 

Two types of indices of vocational interest are relevant. First, the 
client's verbalized interest must be considered, and, second, the meas- 
urements of interest. Although expressed interests are to some degree 
related to measured interests, the relationship is so small that both 
sets of data must be considered in evaluating problems of occupational 
choice and adjustment (11, 22). Because extensive research has been 
done on only two vocational interest inventories (the Strong Voca- 
tional Interest Blank and the Kuder Preference Record), these alone 
will be discussed below. 


The Strong Vocational Interest Blank. The only meaning, devoid of 
assumptions, that one can attach to the scores earned on this inventory 
is that they indicate the degree of similarity between the client's 
likes and dislikes and those of the men or women in the criterion groups. 
Because this is of little clinical use, one must go beyond the scores. 
Fortunately, evidence is available to permit this. 

Information is available to substantiate the interpretation that the 
scores indicate the tenacity of the individual’s interests. How long will 
the client remain in a given occupation? Strong (67) has shown that 
persons who enter occupations in which they have high interest scores 
are more likely to remain in those occupations or in closely related ones, 
than are persons with low scores who enter the same occupations. In 
a 19-year follow-up study of 306 university students, those who became 
engineers had scores when freshmen that overlapped 99 per cent with 
the engineer criterion group, as compared to the overlapping of 16 per 
cent for freshmen who became lawyers and 48 per cent for the fresh- 
men who became physicians. Strong (66) found that the subjects 
showed surprisingly high agreement between relevant vocational scores 
and occupations engaged in years later. Continuous employment in an 
occupation produced a slight increase in scores. Changes in employ- 
ment were accompanied by slight changes in interest scores. Men who 
changed their occupations did not have as high scores either before or 
after the change as men who did not shift. Strong’s follow-up studies 
leave little question that scores on the inventory do indicate the extent 
to which a person will remain in a given occupation. 


178 AN INTRODUCTION TO CLINICAL PSYCHOLOGY [6 


One might wish to interpret the scores on the Strong Blank as pre- 
dictive of success in a given occupation. The evidence in favor of this 
assumption is relatively weak. Isolated instances suggest it, but in 
general, one cannot assume the scores predictive of occupational suc- 
cess. Interest scores are sometimes used as if they predicted a client’s 
satisfaction with his occupation. If one assumes that dissatisfied per- 
sons leave their occupations, then one can interpret the test score as 
predictive of satisfaction. But inasmuch as a limited number of persons, 
though dissatisfied, remain in the occupations in question, this kind of 
interpretation must be made with caution. 

The men’s inventory provides three nonoccupational scores. First 
the occupational level score provides an index of similarity between the 
interests of the client and the interests of men at various occupational 
levels. A low score indicates similarity to the interests of men in occu- 
pations low on the occupational ladder—unskilled, semiskilled, and 
skilled trades jobs. A high score indicates similarity to the interests of 
men in professional occupations such as law and medicine. This OL 
score has been interpreted as an indication of drive or general motivation. 
Kendall (50), and Ostrom (60, 61) have found it possible to predict 
scholastic over- and under-achievement from the scale. A series of 
studies by Bamette, Handlesman, Stewart, and Super (5) suggest that 
the occupational level (OL) score is much more complex than simply 
being a motivational index. It can best be interpreted as providing a 
general notion of the level of occupational activity at which the person 
will find common interests with others. 

Second, the masculinity-femininity score provides an index of simi- 
larity between the client’s interests and the interests of men and women. 
For men, a low score indicates similarity between his measured interests 
and the measured interests of women. A high score indicates, similarly, 
a resemblance between his interests and those of men. For women, a 
high score indicates her interests are similar to the interests of women, 
a low score that her interests are similar to the measured interests of 
men. This score, however, cannot be interpreted as a measure of 
homosexual tendencies. Neither can it be interpreted as equivalent 
to the Mf score on the MMPI, although there is a rather substantial re- 
lationship between the two (44). Rather, the score means that a person 
would be interested in activities, occupations, recreations, and cultural 
pursuits of interest to members of a given sex. 

Third, the interest maturity scale on the men’s Strong Blank permits 
comparisons between the interests of a client and the interests of young 
men and older men. For persons past the age of 20 or so, interests are 
relatively stable. Although practically no experimental evidence is 
available, one might assume that when this score is low, indicating im- 
maturity of interests, one might expect a change in the interest profile; 
whereas with a high interest maturity score, relative stability of the 
profile might be expected. 
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Fircure 6-4. An illustrative Strong Vocational Interest Test Blank. What does 
it show about the client who took the test? (Reprinted from Vocational Interest 
Blank for Men, Form M (Revised), by Edward K. Strong, Jr., with the permission 
of the author and of the publishers, Stanford University Press.) 
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The present discussion has been concerned primarily with the in- 
terpretation of scores earned on single scales. Meaningful interpreta- 
tions, too, can be made by considering the profile as a whole. Darley 
(22) has suggested the use of a pattern analysis. A primary interst 
pattern is defined as a pattern where half or more of the scales within 
an occupational grouping have A or B plus scores. A secondary interest 
pattern is one where half or more of the scales in an occupational group- 
ing have B scores or better. A tertiary pattern is one where half or more 
of the scales have B minus scores. This pattern analysis presumably 
allows generalizations to be made from occupations for which scales 
are available to other occupations, judged to be similar, for which no 
scales exist. It also allows the clinician to determine the relative im- 
portance of high scores on the various scales. A high score on a scale 
in a group where there are several other high scores is more significant 
than one high score in the group having all others relatively low. Thus, 
an A score on the scale for life insurance salesmen, as shown in Figure 
6-4, with a B plus and A on the other two selling scales, is given con- 
siderably more weight by the vocational counselor and clinician than if 
the A score on the first scale were accompanied by two C scores on 
the other selling scales. 


The Kuder Preference Record. This scale, unlike the Strong Blank, 
does not provide scores on specific occupational scales, but rather yields 
scores in ten different areas of occupational interest (see p. 182). The 
clinician, knowing the general area in which his client’s interests are 
located, can then identify the occupations belonging within that area. 
Kuder offers assistance in this process by listing occupations character- 
ized by various kinds of interests. For instance, a number of occupa- 
tions involving mechanical interests is listed and classified. Professional 
occupations include chemical engineer, mining engineer, vocational 
training teacher, and civil engineer. Semiprofessional occupations in- 
clude aviator and radio operator. Managerial and office occupations 
include plant manager, mine official, and contractor. Building service 
occupations, skilled and semiskilled, and manual occupations are in- 
cluded. These are all occupations judged by Kuder to require mechani- 
cal interests. Occupations involving various combinations of interests 
are also listed by him. For example, psychologists are presented as 
typical of occupations involving a combination of scientific and literary 
interests. For some of these occupations, normative data are presented 
in the test’s manual. 

The Kuder Preference Record (see Figure 6-5) is a useful clinical 
instrument. It directs the client’s thinking toward various phases of 
his occupational adjustment. And scores earned upon it, expressed in 
percentiles, seem to relate more closely to the expressed vocational 
interests than do scores on the Strong Blank (11, 52). Ofttimes voca- 
tional counseling is a process of successive approximations tending con- 
tinually to narrow the field under consideration. The Kuder Record 
provides a broad base for this. 


ee 
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Achievement Testing 


Achievement tests, classified as survey, subject or analytical in type 
(59), are more often used in remedial education clinics located in high 
schools and colleges. But either overachievement or under-achieve- 
ment, possessing considerable clinical significance, is met in the clinic 
and the psychiatric hospital. Study of the individual patient by re- 
course to the usual avenues of approach is ordinarily sufficient to estab- 
lish documentation for such hypotheses. But it is also possible to ad- 
minister achievement tests for purposes of quantification and refinement 
(45). For example, a battery of tests specifically so designed is that by 
Jastak (47, 48, 49), whose Wide Range Achievement Tests measure 
the client's skills in reading, written spelling, and arithmetic at any 
level from elementary school to college. Reliability coefficients for 
various groups retested range from 91 to .99. Factor analyses of the 
data collected from normal groups indicate the presence of four non- 
intellectual factors designated as verbal, emotional, motivational, and 
efficiency of psychomotor expression. Psychodiagnostically, the test is 
said to be useful in clinical settings by virtue of its quantification of 
long-held beliefs that, for example, most chronic anxiety neurotics do 
poorly in arithmetic, or that psychopaths are remarkably poor readers 
and spellers. 


Summary 


Personality, interest, and achievement tests provide the clinician 
with information that sometimes can be obtained from other sources. 
Often, however, the information provided by these tests can be garnered 
in no other manner. Few, if any, clinicians have had sufficiently wide 
experiences with the many different groups of clients so that the ability 
of any one clinical worker to compare one client to different groups is 
relatively limited. "These inventories afford the practitioner an approach 
whereby the range of his work experience can be extended. 

Scores derived from these classes of inventories, just as results de- 
rived from any psychological instrument, cannot be accepted as pre- 
senting a complete and final description of the client. At best, these 
scores can only suggest hypotheses to the clinician, who must then verify 
them and integrate his data into an acceptable, descriptive picture of 
his patient. Whether or not the psychologists can obtain productive 
hypotheses from these measuring instruments depends largely upon his 
skill in selecting the appropriate tests and in interpreting the data col- 
lected. Whether he prefers to obtain his “best guesses” through the 
medium of these inventories or through other channels depends in part 
upon his own interests and proclivities. The types of inventories dis- 
cussed here, however, can be powerful tools in the hands of the skilled 
psychologist wishing to use them in the resolution of diagnostic, prog- 


nostic, and treatment problems. 
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Chapter 7 
PROJECTIVE METHODS 


By Heten D. Sarcent, Pu.D. and Ernest A. Hsc, Px.D. 


A SUBTITLE for this chapter might well be “A Projective Approach to 
Personality,” since the difference between this and other modes of 
studying the personality (e.g, inventories, rating scales, question- 
naires) lies more in the kinds of data observed, and in the interpretation 
of these data, than in the specific tools used in the investigation. It 
is true, as we shall see below, that certain techniques and methods are 
more amenable to the projective approach than others, but the general 
approach used with tests explicitly constructed as “projective” is not 
necessarily limited only to these instruments. This projective approach 
indeed has its origins in concepts of personality which are in many re- 
spects at variance with concepts used in the application of inventories 
and similar techniques. Greater stress is placed on motivation; there 
is more emphasis on the patterning of experience and attitudes within 
the individual, rather than primarily upon intergroup comparisons; and 
a more holistic (and at one time radical) philosophy for the science of 
personality initiated the development of this approach. 


The Nature of Projective Tests. Projective tests utilize various types 
of more or less ambiguous stimuli, such as ink blots, pictures, incom- 
plete stories; or construction materials, such as finger paint, clay, or 
blocks. Subjects are permitted to respond to these materials in a man- 
ner which gives them a great deal of leeway. For example, they may 
be asked what the ink blot suggests, to tell a story about a picture, or 
to make out of clay some object of their own choosing. The more am- 
biguous or “unstructured” the material, the greater the freedom of the 
subject to use it as he wishes. 

Projective techniques utilize two basic characteristics which may be 
observed in everyday behavior: the individuality of response to stimuli 
and the selective nature of attention. No two people perceive the 
world around them in exactly the same way, or behave in exactly the 
same manner in response to the same stimulus. We differ in our tastes 
in people, music, food, and even weather. Or, if we like the same things, 
we like them for different reasons. Individuality is also apparent in our 
observations. When two people look out of the same window, one sees 
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a passing car, the other looks at the trees. What the person "selects" 
to attend to varies with the attitude and experience of the attending 
person. 

Sometimes it is relatively easy to understand why an individual re- 
sponds to a particular aspect of the environment or why he responds 
to it in a particular way, while in other instances the reasons are much 
less apparent. Consider, for example, three people on a picnic, watch- 
ing the clouds at sundown. One of the youths has just returned from 
service in the Navy. His friends are not surprised when, in the forma- 
tion among the clouds, he discerns something which appears like a 
ship in the distance. One of the girls sees a face, and identifies it with 
someone she knows. A third member of the group sees an expanse 
of countryside with mountains in the distance. The significance of 
these associations, at least from a superficial standpoint, is more ap- 
parent in the first instance then in the last. If we were interested in 
studying the personalities of these people, our problem would lie not 
so much in getting them to express themselves, nor in discovering dif- 
ferences between them, but in devising means for interpreting the ma- 
terial produced and for discovering its significance as a revelation of 
individual personality. 

Projective techniques, in the words of L. K. Frank (29) 


. involve the presentation of a stimulus situation designed or chosen 
because it will mean to the subject not what the experimenter has 
arbitrarily decided it should mean (as in most psychological experi- 
ments using standardized stimuli in order to be “objective” ) but rather 
whatever it must mean to the personality who gives it, or imposes upon 
it, his private idiosyncratic meaning and organization.* 


The way the subject organizes his material, then, is determined much 
more by his own personality characteristics than by the nature of the 
stimulus. This permits the examiner to make inferences about the 
subject’s internal life—about his motivations, wishes, fantasies, and 
modes of structuring situations. 

The ambiguous situation furnishes a screen which is readily adaptable 
for the projection of personal meanings without painful conscious 
recognition of their deeper significance. Even those who do not sub- 
scribe fully to Freudian concepts of the unconscious generally accept 
the fact that we are inclined to deny many of our true motives and to 
rationalize impulses in order to make our behavior socially and personally 
more acceptable. The material elicited by means of projective methods 
refers to what lies behind these superficial defenses. For example, a 
child who has been taught to reply dutifully that he loves his mother, 
may give that answer to a direct question, yet, in drawing, story telling, 
or manipulation of play materials, he will consistently attack, mutilate, 
or destroy mother figures. The revealing nature of such observations has 


1 Reprinted with the permission of L. K. Frank (29). 
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too frequently been confirmed by subsequent clinical study to leave 
in the mind of the practiced clinician much doubt of its significance. 

Projective material is revealing because the defenses, which are re- 
sorted to automatically when a person is asked a direct question, do not 
tend to be aroused to nearly the same degree. The unfamiliar projective 
situation gives very little clue as to what is expected. The subject does 
not know what the “good’ response should be. He is much less self- 
conscious because his attention is directed more toward the task and 
less toward the self. 


The Term “Projection.” The concept of projection is borrowed from 
Freud, who used it to describe one of several mechanisms by which 
the ego is presumed to defend itself against guilt and anxiety. While 
certain unacceptable thoughts, wishes, or impulses originating in the 
unconscious are not compatible with conscious goals and strivings, the 
ego protects itself by projecting these outside the self and attributes 
them to environmental objects or to other persons. Sears (92, 93) sub- 
sequently gave the word “projection” a broader definition. He pointed 
out that the mechanism described above refers specifically to the para- 
noid defense. The persecutory delusions of the paranoid patient are 
true projections in the Freudian sense in that others are blamed or held 
responsible for the patients own rejected impulses. Sears’ broader 
definition includes the use made of the term “projection” when applied 
to the projective techniques. These techniques are based on the hy- 
pothesis that motivational and organizational properties of personality 
exert influence upon perception and judgment. Actually there is no 
real conflict between his and the Freudian connotation. The alleged 
defensive reactions of the ego are subject to observation for their selec- 
tive effect upon perception in its diverse expressive manifestations; 
whereas, conversely, the conditions which are assumed to operate in 
a subject’s interpretations of ambiguous stimuli may be explained in 
terms of ego defense. 

Further clarification of the term has been contributed by Bellak (9) 
who, while accepting the basic facts of the Freudian description, has at- 
tempted to translate them into language more compatible with the 
point of view of the experimentalist and the learning theorist. An in- 
dividual who is preoccupied with a problem to which an overt expres- 
sion has been inhibited develops a "set" to respond to stimuli which 
are related to it only indirectly. Everyone is familiar with the experi- 
ence of having "something on his mind" and of being reminded of it at 
every turn. In other words, there is a lowered threshold for response 
inacertain arca. Stimuli which under some circumstances would be sub- 
liminal are capable in a different situation of calling forth response. 
Selective attention, therefore, augments the arousal value of minor cues. 

Frank's fundamental concept has been formulated by Rapaport (70) 
as “the projective hypothesis" which states that “every action and re- 
action of an individual bears the characteristic features of his make-up." 
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He further extended its application by demonstrating that these charac- 
teristic features are reflected even in such a relatively well-structured 
situation as an intelligence test. 


Theoretical Background 


In the past, criticism was leveled at projective techniques as lacking 
in the exactness regarded as essential for scientifically respectable experi- 
mental design. In the early 1940's something almost like a war broke 
out among the adherents of the old and new approach to personality. 
For psychologists thoroughly schooled in the Wundtian tradition of ex- 
actness, and hence convinced that only rigor of method entitled the 
young discipline of psychology to belong in the family of science, it 
was difficult to believe that any advance could come from the use of 
vague stimuli which gave rise to widely varied response. Control seemed 
to be disregarded, objectivity looked impossible, and standardization of 
procedure appeared replaced by subjective interpretation of results. 
More recently there has been rapprochement from both directions. 
Experimentalists, having themselves learned from the experience in 
clinical research, are re-examining the philosophy and the methodology 
of science. "The proponents of techniques such as projective methods 
are likewise finding that it is best not to disregard problems of validity, 
reliability, standardization, and other established controls. An early 
example of the trend toward emphasis upon similarity as well as differ- 
ence between projective techniques and other methods for personality 
appraisal appeared in an article by Levinson (50), in which he points 
out that projective and ability tests are quite similar methodologically 
in such matters as situational controls and in the general process of 
inference and measurement. The main difference between them lies 
in the dimensions of behavior regarded as relevant, as well as in the 
specific nature of the determinants to be inferred and measured. 

Major determinants in the change of attitude can be understood best 
in a historical perspective and in terms of certain developments, most 
important of which are (1) a wider general acceptance of the theoretical 
approach to personality upon which this type of investigation is based, 
(2) theoretical and experimental progress in the area of perception, and 
(3) improved statistical techniques for dealing with this type of mate- 


rial. Each of these requires elaboration. 


Personality Theory. Investigations and studies in personality have 
only recently found an accepted place within the field of experimental 
psychology. Under the influence of Wundt and Titchener, at the be- 
ginning of this century, psychology was concemed chiefly with the 
analysis of conscious states, and with the study of part processes such 
as sensation, perception, memory, and reasoning. Experimental psychol- 
ogy was patterned upon the techniques of nineteenth century physics 
and physiology, with emphasis upon exact measurement and the collec- 
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tion of quantifiable data. While this is part of the final aim of all 
science, preliminary exploration is needed to insure the measurement 
of significant rather than irrelevant dimensions. Too hasty pursuit of 
precision has often resulted in rejection of productive hypotheses. In 
this connection, Maslow (56) speaks of the “problem-centered” versus 
the “means-centered” approach. The latter, in its extreme form, holds 
that “the essence of science lies in its instruments, techniques, pro- 
cedures, apparatus, and its methods, rather than its problems, questions, 
functions, or goals.” Maslow feels that an overemphasis on the means- 
centered approach results in a playing down of the significance of a 
problem, in a tendency to fit the problem to a technique instead of vice 
versa, and in a tendency to block the asking of questions because they 
are regarded as “not being the area for science.” Cantril et al. (20) in 
discussing this same matter point out the fallacy of equating scientific 
inquiry and method to a particular “technique of investigation.” Meth- 
ods of quantification, for example, are useful not in themselves but 
in the service of a hypothesis which goes beyond the immediate data 
and which leads to further, more adequate, hypotheses. Emphasis on 
technique alone leaves out the “problem of formulating a problem” 
which, the writers point out, requires far greater skill and imagination 
than does the actual carrying out of the experiment once the problem 
has been posed. 

Even the now respectable Binet-type tests of general intelligence, for 
example, were once a radical departure. Titchener considered them 
valueless because they contributed nothing to knowledge of the elements 
of consciousness. James McKeen Cattell defended his efforts to meas- 
ure intelligence by way of sensory motor reactions, opposing Binet's 
preference for tests of more complex processes, because he deplored 
what to him appeared a lack of precision in the latter approach. In 
his protest against Binet’s method, which he felt made it difficult to 
“measure definitely a definite thing” (21), there is reflected the same 
tendency, which emphasizes exactness at the expense of attack upon 
important complex problems. Testing of higher mental processes over- 
came orthodox skepticism only after it demonstrated an ability to de- 
tive results which lent themselves to numerical expression. Finally, 
with the advent of Watsonian behaviorism about 1920, such concepts 
as "mind," “wish,” "feeling" began to be regarded as unscientific be- 
cause they could not be directly observed. 

The influence of these early experimental traditions was, as noted 
above, still strong when psychologists began to interest themselves in 
the more complex problems of personal and social adjustment, of moti- 
vation, and of personality. Attempts were made to study emotions 
through the physiological manifestations such as the galvanic skin re- 
sponse and the startle pattern. Motivation was studied through animal 
experimentation to determine the relative strength of different drives 
(evaluated, for example, in terms of the number of times a rat would 
cross a barrier for such incentives as thirst, hunger, or sex). Personality 
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was regarded as the sum total of distinct traits, and efforts were made 
to apply the psychometric techniques which had been successful in 
measuring intelligence. 

Methods by which personality is analyzed into separate components, 
first measured in isolation from the whole and then pieced together 
and represented by a profile of test scores, soon appeared disconcert- 
ingly inadequate. The psychologist interested in clinical problems has 
found it necessary to seek more challenging hypotheses and to develop 
more adventuresome methods. Murray has gone so far as to pro- 
pose "personology" as a new discipline, depending upon psychology, 
Dogs physiology, anthropology, and biology as basic sciences 

) 


At present, as Rosenzweig (74) points out, there are several ap- 
proaches to the theory of personality which converge upon the same 
ultimate goal. This, as he states it, is to study problems of motivated 
human nature, by means of a different set of facts, handled by different 
conceptual tools. He cites the theories of Murray, Lewin, and Allport 
to support this contention. To this list ought also to be added the con- 
tributions of Maslow, Frank, and the posthumously published viewpoint 
of Lecky. 

Allport (1, 2), although he utilizes some of the traditional trait 
measurements, stresses the congruence and consistency of traits within 
the individual, underlines the importance of considering the unique- 
ness of individual personality, defends the use of heretofore scientifi- 
cally rejected “personal documents,” and points out the need for psycho- 
logical methodology suitable to psychological problems. From Lewin 
(53) we have gained an experimental approach to the interaction of 
a single individual at a given time with an environment defined psycho- 
logically rather than physically. Murray (65), in extensive personality 
studies at Harvard University, has provided a rationale for his method 
in terms of psychoanalysis and the theories of organismic biology. Mas- 
low (55), through studies of certain trait syndromes such as dominance 
behavior, has independently arrived at a dynamic holistic viewpoint 
which closely parallels the concepts of the Gestalt school. Frank (29) 
has provided a scholarly discussion of the analogy between newer 
methodology in physics and chemistry and the projective method in psy- 
chology. Lecky (48) advanced a concept of personality in which the 
individual is regarded an active problem-solver, striving for self-con- 
sistency, rather than a placid agent pushed and pulled by stimuli from 
without. 

Throughout these viewpoints, although their exponents arrived at 
them on the basis of different lines of research and study, there runs a 
common thread of agreement on the following points: 


l. Personality is a dynamic, interrelated whole, parts of which 
cannot be studied in isolation without reference to each other 


and to the whole, 
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2. There is theoretical justification, which is supported in the 
modern scientific methods of other fields, for studying an in- 
dividual as an individual, whether it be an individual atom, 
electron, event, or personality. 

3. Personality cannot be studied apart from the psychological en- 
vironment which develops out of interaction with the physical 
and social environments. 

4. Complex behavior cannot be studied by methods which are 
appropriate only for the investigation of simpler processes such 
as sensations and reflexes. This has been termed the “fallacy 
of reductionism,” or “the reductive effort” by Sloane (97) and 
Maslow (55). 

5. It is legitimate to hypothesize and conceptualize processes 
within personality which are not directly observable, provided 
that experiments can be set up to test and verify their predicted 
consequences, 

6. There is common agreement on the need for the psychology of 
personality to develop its own scientific technique to meet prob- 
lems confronting it, rather than to select problems because they 
happen to be approachable by the limited methods already 
available (56, 65). 


Perception Theory. What we perceive in our world and how we 
perceive it is a vital function of the total personality. The way in which 
a person structures his perceptual field and responds to it, therefore, is 
an important key to the understanding of his personality. Indeed, all 
projective techniques are more or less directly concerned with this as- 
pect of the person’s functioning. 

Bellak (9) has described three aspects of the perceptual act: the 
adaptive, expressive, and projective aspects. Any stimulus has, to a 
greater or less degree, certain properties which are the same to all ob- 
servers. A highly structured and familiar object like a chair is, with 
tare exception, recognized and identified in the same way by all who 
can see. The observer “adapts” to a reality shared with others and thus 
perceives in an adaptive manner. Most projective materials are made 
deliberately vague to allow for interpretation, but certain impressions 
are common. On the standardized Rorschach ink blot test, for example, 
there are certain “popular” responses to forms which actually do, for 
most subjects, resemble certain familiar things. 

As we have already seen, what a person sees in an unstructured me- 
dium depends upon his own needs, wishes, and preoccupations. This 
is the projective aspect of perception. As Bellak shows, projection varies 
both with materials and with instructions. An artist, told to copy a pic- 
ture, is given little scope for creation. He is also limited by the flexi- 
bility of his implements and by the nature of his media (e.g. oil, 
water-color, clay, bronze). An experimental subject given an obviously 
representative picture, or limited by instructions to enumerate the objects 
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seen, is similarly curtailed. Thus, tests in which adaptive aspects are 
prominent, and in which the directions are rigid, are poor projective 
devices. On the other hand, a certain amount of this adaptive require- 
ment ina test is valuable in determining the degree to which a person 
is able to adjust to shared reality. For this reason the extremely vague 
media such as cloud pictures and clay provide less information and more 
error in interpretation than the semistructured devices. 

The expressive aspects of perception refer to the manner in which 
the individual organizes and responds to the stimulus situation. All 
artistic production, whether painting, music, literature, or drama, is 
characterized by the peculiar individual style of the creator. Those 
familiar with the work of a given artist recognize at once its unique 
quality. Likewise, how the subject sees, or hears, or creates is just as 
characteristic as what he perceives or does. In certain tests so much 
emphasis is placed upon approach and style of response that Bellak sug- 
gests they might well be termed “expressive” rather than “projective” 
tests. 

Bruner and Goodman (17) make a distinction between "autoch- 
thonous" and "behavioral" determinants of perception. The autoch- 
thonous determinants are those inherent in the stimulus as it is re- 
flected in the more or less "characteristic electrochemical properties of 
sensory end organ and nervous tissue." The behavioral determinants 
involve the "active, adaptive functions of the organism which lead to 
the governance and control of all higher level functioning." What the 
person actually perceives, then, is the result of a compromise between 
autochthonous and behavioral determinants. One can think of projec- 
tive techniques as being effective to the extent that they encourage the 
emergence of a variety of behavioral determinants. The usual pencil 
and paper questionnaire tends to limit this emergence, because it pro- 
vides a much more structured situation in which the individual's pos- 
sibilities of response are relatively restricted. 

Within the last decade much experimental work has been done in 
the area of “motivated” perception; that is, the extent to which our 
perceptions of the objects in the world are influenced by such "behav- 
ioral" determinants as needs, wishes, values, fears, and so on. One of 
the first of these experiments is that by Schafer and Murphy (90), who 
demonstrated that what is seen as figure and what as ground may be in- 
fluenced by a system of reward and punishment. The perception of 
figure and ground had until that time been thought to depend prima- 
rily upon autochthonous determinants (i.e. it was commonly held that 
figure-ground perception depended only upon intrinsic characteristics 
of the perceived object). Bruner and Goodman (17) demonstrated 
that the social value of an object as well as the degree of need for a 
socially valued object influences the perception of such an object. Chil- 
dren who had to estimate the size of coins judged them to be larger 
than worthless gray disks of the same size. Poor children were found 
to overestimate the size of the coin considerably more than rich chil- 
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dren. Further, with few exceptions, the greater the value of the coin, 
the greater the overestimation. 

Postman, Bruner, and McGinnies (69) demonstrated that an in- 
dividual’s personal values determine to a large extent what he selects 
from his environment. Subjects were given the Allport-Vernon Test 
of Values, and it was found that, when words were presented to them 
tachistoscopically, they were able to recognize those words corresponding 
to their major values (high value words) at much shorter time intervals 
than low value words. 

McGinnies (57) tested the hypothesis of perceptual defense which 
serves “to protect the observer as long as possible from an awareness 
of objects which have unpleasant emotional significance for him.” He 
presented his subjects with a group of emotionally toned, “shocking” 
words, intermixed with an equal number of “neutral” words. He used 
the galvanic skin response as index to the amount of emotional reaction 
called forth in the subject. The words were presented tachistoscopically, 
and the GSR was measured prior to the subject's recognition of the words. 
He found that "emotionality" as measured by the GSR was significantly 
greater during prerecognition exposures of critical than of neutral words 
and that recognition thresholds were significantly greater for critical 
than for neutral words. To account for this phenomenon, McGinnies 
postulated a defensive or "filtering" function of perception which pre- 
vents unacceptable visual stimuli from being consciously recognized. 

Other important experiments demonstrating the role of behavioral 
determinants in perception are those by Murray (63), who showed that 
fear affected the extent to which others are perceived as malicious or 
threatening; as well as those by Sanford (84, 85) and by Levine, Chein, 
and Murphy (49), who showed that the frustration of a basic need 
(food) results in significant changes in perception. Such experiments 
as these support the assumptions underlying the projective hypotheses. 
Just as needs, values, fears, and wishes influence perception in these ex- 
perimental situations, so, too, may they be assumed to exert their ef- 
fects when the individual is required to organize relatively ambiguous 
material. 


Statistics Research on Projective Methods. The claim of projec- 
tive methods to acceptance within the body of science rests upon the 
degree to which they can be demonstrated to measure what they are 
intended to measure. Although, in the past, there was a tendency to 
dismiss casually the need for reliability and validity studies in this area 
because the material was felt to be "unsuitable" for the application of 
the usual statistical tools, this point of view is being superseded by 
one which holds that it is necessary to develop the proper tools for this 
complex material. Cronbach (24), for example, has not only pointed 
out the errors and methodological pitfalls which should be avoided in 
the statistical treatment of Rorschach records, but has outlined a posi- 
tive approach to Rorschach validation studies, which stresses the need 
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for dealing with psychologically meaningful units rather than with dis- 
crete scores. The complexity of the Rorschach does not permit the 
type of statistical treatment which serves for the simpler, more rigid 
measures of mental and emotional traits. For example, instead of deal- 
ing with the usual scores as basic statistical units, Cronbach recom- 
mends a clinical synthesis of an entire Rorschach record as the more 
significant fundamental datum. 

Predictive, status, and congruent validity studies (+) are applicable 
to projective tests. Predictive validity refers to a correlation between 
the test and subsequent criterion measures. For example, one might 
wish to make a prediction, from a battery of tests, about the degree to 
which a patient may profit from lobotomy. Status validity refers to a 
correlation between a test and concurrent external criteria; that is, to 
the individual at the time of testing, rather than to how he will behave 
some time in the future. An example of this type of study would be one 
correlating diagnoses based upon test results with independent clinical 
judgments. Congruent validity is involyed when there are several in- 
direct measures of some quality or trait that cannot be directly meas- 
ured (e.g., anxiety, organizing ability, drive, intellectual control, rigidity ), 
but where all measures support each other in accordance with deduc- 
tions made from theoretical hypotheses. Congruent validity often, of 
course, involves prediction (e.g, Williams’ study discussed below). 

The literature is replete with predictive and status validation studies, 
and although investigations of this type are important, an attempt really 
to understand the nature of the projective approach would seem to 
require a greater emphasis upon congruent validity studies. What re- 
search is done must eventually be related to a theoretical framework. 
A piecemeal approach which makes use of unrelated phenotypical signs 
without an understanding of the underlying processes can mm all proba- 
bility not lead very far. Yet, congruent validation studies in this area 
are quite rare. They are exemplified in the type of research done by 
Williams (105) who was interested in the trait or quality of “intellectual 
control” (a quality that cannot be directly measured). In his study 
it was demonstrated that a relationship existed between, on the one 
hand, certain Rorschach factors felt to reflect the presence of control 
and, on the other, subjects’ behavior in an experimentally structured 
stress situation. Another example of the congruent validity approach 
is an experiment by Klein and Schlesinger (45). ‘They postulated that 
the same laws of perception and of other ego processes would hold 
for Rorschach behavior as for all life situations which require adap- 
tive behavior. In their experiment they demonstrated that certain 
Rorschach indices are related to the ease with which a subject is able 
to experience apparent movement. Both the Rorschach and the per- 
ceptual behavior were felt to represent different aspects of the ability 
to “tolerate instability.” This type of study represents an attempt to 
study the process underlying the coming about of a response. It helps 
us go beyond the point of view which is satisfied with a superficial cor- 
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relation of characteristics without requiring any understanding of what 
lies behind their relationship. 

Reliability is more difficult to measure. It cannot satisfactorily be 
established on either the test-retest or split-half basis, owing to the fact 
that some of the features of the tests are sensitive to actual personality 
changes which may take place from test to test. Indeed, there are 
projective techniques, such as the Szondi, which capitalize and make 
use of this very variability and sensitivity to change. Reliability in 
scoring and interpretation can, however, be checked by agreement be- 
tween different judges. This is a precaution which ought to be taken 
against the tendency of interpreters to use the subject’s protocol as a 
field for their own projections. At present some of these steps have 
been taken, but more systematic research on more subjects is essential 
to bring order into a field in which the quality of experimental study 
with regard to precision and control is decidedly uneven. 


Uses of Projective Methods 


In general, as a means toward the better understanding of personality 
functioning, the projective techniques have a two-fold application: di- 
agnosis and research. 

Diagnosis involves not only an understanding of the individual as he 
is at the moment but also an attempt to predict how, on the basis of 
our understanding, he will behave in the future. In a sense, one might 
say that the raison d'être of diagnosing the individual rests on the need 
to be able to make some type of statement about the way in which we 
may expect him to react to future situations. Diagnosis, to be useful, 
must have a purpose; it should result in some action, whether this ac- 
tion involves questions of ward management, choice of therapeutic ap- 
proach, acceptance into a program, institution of suicidal precautions, 
or recommendation for shock treatment. To this end, classification into 
diagnostic categories serves only a partial function. Before reaching 
a diagnostic conclusion, it is essential first to outline and delineate 
specific areas of the individual’s functioning in the world: to what ex- 
tent does he tend to avoid anxiety-arousing situations? To what ex- 
tent does he plan for the future? How does he relate himself to others? 
Does he attack problems by facing them directly or does he allow him- 
self to get lost in irrelevancies? Does he perceive his environment in 
the same manner as most people do? How does he see himself in re- 
lation to others? In attempting to answer questions such as these, we 
are much better able to make inferences about ihe person's future be- 
havior than if we were to limit ourselves only to the highly abstract 
nosological category. 

The research problems in which projective techniques have been ap- 
plied vary from studies in social attitudes to the analysis of psycho- 
pathological states. Data from the tests add not only to our knowledge 
of response patterns more or less typical of various disorders, but in 
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some cases contribute to an understanding of the type of personality 
in which certain symptoms develop. For example, a study of alcoholics, 
using the TAT, presents a striking summary of certain deviating atti- 
tudes found in one type of alcoholic addict (44). Similar uses have 
been made of other tests. At the same time it should be kept in mind 
that the use of projective techniques in research is limited by the rela- 
tive lack of knowledge about the processes involved in an individual's 
response to these techniques. For this reason there is a general con- 
census of opinion that the present emphasis should be upon the valida- 
tion of projective tools, rather than upon their use as criteria in other 
areas of personality research or to provide data used in verifying the- 
oretical formulations. 


Varieties of Projective Techniques 


As was mentioned before, it is the projective approach, rather than 
the projective tests, per se, that we wish to stress in this chapter. It is 
true that some techniques give the individual more of an opportunity to 
“project” his needs, wishes, and fantasies than do others. On the other 
hand, it has been found that techniques such as the Wechsler-Bellevue, 
which were originally constructed to serve an entirely different purpose, 
when analyzed from the projective point of view, offer a wealth of 
valuable material beyond the anticipations of their creators (70). In 
this section we shall be concerned only with those techniques which 
are primarily “projective,” such as the Rorschach, TAT, and related 
techniques, such as the Word Association Test and the Szondi 
Test, which involve elements of projection in a somewhat more limited 
sense. 


The Rorschach Test. ‘This test is the best known and most widely 
used projective metliod for the description of personality in terms of 
dynamic processes. The test, consisting of a set of ten ink blots (five 
achromatic and five in which color is combined in part or all of the 
blot) was originated by a Swiss psychiatrist, Herman Rorschach, who, in 
his book Psychodiagnostik (73), described his use of ink blots in the 
examination of mental patients. Figure 7-1 illustrates a blot similar to 
those in the Rorschach series. 

Ink blots, historically, had been used carlier in psychological research 
by other investigators, including Binet. In this early work, however, 
blots were used to study mental processes such as imagination and per- 
ception, whereas Rorschach's interest was in what the imaginative re- 
sponse revealed about the personality of the patient. Furthermore, 
Rorschach was the first to devise a method of scoring and evaluating the 
complex individual response pattern. Since 1933, when the first article 
on the test in English was published by Vernon (103), it has received 
increasing recognition and is now regarded by most clinicians as indis- 


pensable. 
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Rorschach interpretations are based on the examination of adaptive, 
expressive, and projective aspects of the subject’s response. Does the 
subject see what others see? If he responds only to the obvious, it may 
be assumed that intelligence and originality are limited. For example, 
too high a number of “popular” responses and too strict adherence to 
the actual outlines of the blot may represent either constriction or 
mental deficiency. On the other hand, too wide a deviation from the 
common perceptions of normal people points to an inability to sce the 
world as others do, in extreme cases possibly to disorientation and de- 
lusional thinking. How does the subject approach the problem of in- 
terpretation? Is he able to organize the material into meaningful 
wholes and to break it up into parts? Does he respond mainly to the 
broader, over-all aspects of outline, or is attention directed toward the 
minute and inconsequential? Are the forms seen in action or as static 
representations? ‘The determinants used are also significant. It is 
important to determine, for example, whether objects and figures are seen 
as such simply because of their shape, or whether other aspects such 
as color, shading, and perspective contribute to the associations. 


© & 


Fıcure 7-1. An illustrative ink blot similar to the type used in the Rorschach test. 


The interrelationship of these expressive factors illuminates the kind 
of thinking engaged in by an individual, his capacities for creative fan- 
tasy, for outward expression of emotion, strength of motivation, and 
the degree of control. The modes of dealing with anxiety and the ex- 
tent of damage produced by various intrapsychic disturbances are judged 
in terms of certain characteristic distortions and imbalances in the re- 
lationships between these and other factors. What the subject sees, or 
the projective aspects of response, provides clues to the preoccupations, 
interests, cultural and educational background, and peculiarities of 
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thought content. The subject’s mode of verbalizing his responses pro- 
vides further important data which permit inferences regarding his 
unique method of dealing with the world. 

On matters of administration, scoring, and interpretation, there are 
differences of opinion which have resulted in the creation of different 
“schools” of Rorschach testing. One such school includes the followers 
of S. J. Beck (7, 8), author of the first manual on the test, published 
in 1937. Another is led by Bruno Klopfer (46), founder of the Ror- 
schach Institute, publisher of the journal formerly entitled Rorschach 
Research Exchange (and recently renamed Journal of Projective Psychol- 
ogy) and co-author of a widely used book on interpretation and scor- 
ing. The third centers about the careful statistical research of Margue- 
rite Hertz (36, 37, 38), who has contributed much to standardization. 
In recent years the approach suggested by Rapaport (70) has found an 
increasing number of adherents. 

Although various interpreters tend to arrive at similar conclusions 
even though using different approaches, test results do tend to be in- 
fluenced to some degree by the particular method of administration used, 
as well as by the differences in significance attached to various scoring 
categories. Then, too, identical records may be interpreted differently 
because different types of questions are asked of the record, based on a 
particular theory of personality. The data may be looked at from many 
different points of view, each potentially as valid as another. Thus, 
while two reports of the same test may read quite differently, this does 
not mean necessarily that they represent conflicting opinions, but rather 
that they represent different areas of questioning. 

Although the Rorschach is most productive when administered in- 
dividually, the Harrower group method (32), using slides and booklets 
in which responses are written, produces protocols which can be scored 
and interpreted in much the same way as if the test were individually 
administered. ‘The material elicited suffers, however, from lack of de- 
tailed inquiry data on doubtful responses. Harrower's Multiple Choice 
Form (32), which may also be used in groups, permits the subject to 
choose his responses from a list. This procedure, however, tends to 


limit response possibilities in a way which is incompatible with the 
and is less well standardized 


principles of projective test construction, i 
than better established nonprojective inventories. 
Alternate forms of the test have been constructed by Harrower (33) 


and Behn-Eschenburg (109). While the results here tend to parallel 
those of the original test, they are by no means identical. 

ion Test. In 1935 Morgan and Murray (61) 
s which were used, among a number of other 
tentative methods, to stimulate fantasy. Since that time the original 
set of pictures has undergone several revisions. Special modifications 
for children (10) (using animals instead of human beings) and for Ne- 
groes (100) have been introduced. Henry (35), using the TAT as a re- 
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search tool in a study of group interaction as well as of various cultural 
subgroups, has developed a variety of TAT picture-situations specifically 
designed for the purpose. The standard TAT pictures themselves vary 
from the type found in magazine illustrations showing human figures, to 
fairly abstract and vague representations. Figure 7-2 is illustrative. Al- 
though administrative procedure tends to vary slightly among the ex- 
aminers, subjects, in general, are asked to make up a story about the 
picture, to tell what is going on now, what led up to the situation, and 
how it will eventually turn out. 

The TAT provides a valuable supplement to the Rorschach. While 
the latter gives information regarding more or less general personality 
processes (e.g, freedom of emotional expression, mode of handling 
anxiety), the TAT tends to permit inferences of a more specific nature 
(eg, what kinds of situations tend to be anxiety arousing? Do they 
involve sibling figures, parental figures?) One might say that, while the 
Rorschach stresses process, the TAT stresses content. 

There is even less general agreement on TAT scoring than there is 
on the Rorschach. The test lends itself to a number of different inter- 
pretative approaches, none of which has established itself as the system. 
Murray’s own analysis in terms of “needs” within the personality, and 
“press” or environmental stress from without, is somewhat too elaborate 
and cumbersome for wide use (66). Psychoanalytic concepts have been 
applied by Balken (6). Rapaport (70) has made extensive contribu- 
tions to interpretation. Aron (5), Henry (35), Tomkins (101), and 
Stein (98) have also offered variations in method. In his Thematic Test 
Analysis, Shneidman (96) presents a collection of TAT interpretations, 
written by fifteen TAT methodologists. Each of these interpretations 
is based on the test protocol of one individual, "John Doe." The pur- 
pose of Shneidman's study is to provide a manual which describes 
methods of analysis, working procedures, and interpretations by various 
workers who approach the problem of TAT analysis from somewhat dif- 
ferent points of view. At present, however, most clinicians still appear 
to approach the TAT more or less eclectically, using certain general 
analyses to highlight both formal and content characteristics. 

Although more effort has been devoted to the development of new 
sets of pictures and to the trying out of new techniques of scoring and 
interpretation than has been devoted to the attempt to answer basic 
questions regarding the standard set, some work has been done along 
this line. Notable here is the work of Rosenzweig (80), who has es- 
tablished norms regarding the interpretations most frequently given to 
the standard pictures. Cox and Sargent (23) have compared the TAT 
responses of emotionally disturbed and emotionally stable children and 
have found objectively measurable differences to exist. It is interesting, 
however, that when the records were sent to experienced clinicians with 
instructions to sort them into “disturbed” and “stable” groups, the 
judges erred significantly. This has led the authors to conclude that a 
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need for further objective normative TAT data exists and indicates “that 
error may result from uncritical generalizations from pathological ma- 
terial alone.” 

As with the Rorschach, the TAT may be administered to groups by 
means of slides (22). Such a technique may be useful in research and, 
clinically, in screening out subjects who should be referred for individual 
examination., Here, too, the disadvantage is the same as in group Ror- 
schach testing: it precludes the important inquiry phase of testing which 
enables the examiner to supplement his knowledge, and prevents ob- 
servations of individual behavior and attitude, which are often highly 
significant for interpretation. 


The Word Association Test. The importance of the Word Associa- 
tion Test lies as much in its historical significance as in its practical ap- 
plication. It is one of the very earliest of the projective techniques and 
was used clinically by both Kraepelin (47) and Jung (40) around the 
turn of the century. The standard technique consists in presenting a 
list of stimulus words to a subject, who is asked to respond with the 
first word that comes to mind. The reaction time of each word is 
noted. The Word Association Test differs from both the Rorschach 
and TAT in that it does not permit of the same variety and richness of 
response. In the former two tests, the subject’s productions are much 
less limited, so that the examiner not only has a greater mass of data 
with which to work, but also is able to make inferences with regard to 
the subject’s mode of organizing the available material, inferences which 
cannot be made with a technique which requires only a one word an- 
Swer. 

The words used in this method may vary in the degree to which they 
are designed to be emotionally “loaded.” Thus, Kent and Rosanoff 
(41, 42) developed a list of 100 words which are relatively neutral in 
tone. Rapaport and his associates (70), on the other hand, have a list 
of 60 words, many of which are specifically selected to tap potential 
areas of conflict, while relatively neutral words are interspersed among 
them. Rapaport suggests that the list be administered twice, and that 
the subject be asked to try to give the same word on the recall as he 
gave the first time. 

In analyzing the protocal, the examiner may wish to ask such ques- 
tions as: What is the mean reaction time of the subject? Is he fast 
or slow? Is he irregular? Does he tend to block only on certain types 
of words? Are his reactions appropriate to the stimulus word? Do the 
stimulus words and the subject’s responses appear to be quite uncon- 
nected? Are certain words given over and over again? Again, here as 
in other projective tests, much valuable information may be gained by 
inquiry aimed at uncovering response determinants. 

An advantage of this method lies in its flexibility. For example, 
words which the examiner may feel to be significant can easily be added 
to the standard list. But, on the whole, the Word Association Test is 
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perhaps most useful as a supplementary technique, as a way of round- 
ing out the diagnostic picture. 


Sentence Completion Test. In the Sentence Completion method, 
the subject is presented with a list of partial sentences, such as: “George 
was happy to....,” or “I become very angry when ....,” and is asked to 
finish them. Unlike the Rorschach or TAT, there is no one standard 
set; rather, various tests have been developed by different authors (53, 
72, 82, 86). These vary both in their formal and content aspects. Some 
sets, for example, have the sentences stated in the first person, while 
others state them in the third. Some instructions require the subject 
to respond with the first thing that occurs to him, while others ask the 
subject to respond in a way which will reveal his own feelings quite di- 
rectly. The sentences can be stated so as to tap quite specific areas 
which are of interest to the examiner, whether these concern themselves 
with the subject’s internal conflicts, his attitudes toward minority groups, 
or his feelings about political parties. Administration is similarly flex- 
ible, and the sentences can be administered either verbally or in writ- 
ing, individually or in groups. 

On the whole, the tendency of clinicians has been to evaluate the 
subject’s responses more or less clinically and intuitively. Efforts have, 
however, been made to establish more or less objective scoring cate- 
gories on some of the tests (82, 83). 

Sentence completion, as the Word Association Test, is perhaps more 
valuable as a supplementary technique. Its chief disadvantage lies in 
its transparency. ‘That is, even an unsophisticated subject will quickly 
recognize the purpose of the test, so that there is more conscious cen- 
sorship. This, however, may also be an advantage in that it gives the 
investigator a clue to an important aspect of the subject's self image— 
the way in which he wants to present himself to others. The more the 
instructions require that the subject respond frankly in terms of him- 
self, the less can this be said to be a truly “projective” technique. 


The Insight Test. The Insight Test developed from an attempt to 
apply projective theory systematically in the construction and interpre- 
tation of a written test for group use. Although sentence completion 
was introduced as early as 1928 (68) before projective techniques, as 
such, were named and described (29) and were followed somewhat 
later by story methods (64), the problem remained to devise an in- 
strument which would produce a range and variety of material in which 
the characteristics of projection in verbal response could be more ex- 
haustively explored. : 

Presented as a test of “insight” into others, the so-called Insight Test 
is composed of a list of commonplace problem situations, each followed 
by two questions: “What did he (she) do and why?” and “How did he 
(she) feel?” The barren and innocuous nature of the problems (which 


concern situations with parents, friends, “dates,” husband, or wife) en- 
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courages maximum subjective freedom, while the task-set structures re- 
sponse to elicit both a feeling reaction and logical thinking. A sample 
of the subjects’ more or less characteristic mode of interpersonal prob- 
lem-solving is thus provided within a framework which facilitates the 
comparative study of projective and expressive processes. 

Research on the Insight Test has been directed mainly to variation 
in the kind and quality of feeling response and its relationship to other 
kinds of expression in which emotion is identifiable only indirectly, 
by the nature of the presumed defense against affect. ‘The test rationale 
is based in part upon the hypothesis that these observed variables in ex- 
pression, and certain quantitative pattern-relationships between them, 
reflect impulse-control balance in the ego defense organization. It is 
postulated, further, that differences between individuals, especially in cer- 
tain disordered emotional states, provide a possible measure of what 
has been called ego homeostasis (58), or the maintenance of psycho- 
logical equilibrium. Recent studies have sought to demonstrate 
predictable patterns for several clinical groups. Although certain corre- 
spondences have been found between the test interpretation and theo- 
retical dynamics, additional research is required to test the assumptions 
made. 

. The system of analysis as first described (87) has appeared somewhat 
complex and formidable (62). Recently, criteria for identifying and 
interpreting the material to be scored have been made more explicit, to- 
gether with new data on reliability and norms for interpretation (88). 
Some users of the test, however, prefer interpretation by more custom- 
ary applications of the projective principles. For use with special groups 
(such as the handicapped, the aged, culture, or other delimited groups) 
the technique permits the introduction of stimulus problems of partic- 
ular relevance to the patients’ difficulties. The self-administering fea- 
ture makes the Insight Test adaptable for either group or individual 
testing situations and, by substitution of oral for written stimuli, for ad- 
ministration to persons with visual defects. 


The Make-a-Picture-Story Test. Shneidman’s (95) MAPS Test, like 
the TAT, involves the telling of a story. However, instead of a ready- 
made scene or picture, the subject is presented with 67 cardboard figures 
and 22 miniature theatrical backgrounds. He is asked to construct a 
scene and then to tell a story about it. The background pictures in- 
clude such sets as a living room, bathroom, medical scene, bridge, and 
cemetery. The figures include, among others, male and female adults, 
children, minority group figures, animal figures, and legendary char- 
acters. 

The advantage of this technique over the TAT lies in its “fun” value. 
Most subjects, particularly younger ones, tend to enjoy this type of task. 
It is of value, too, with subjects who have difficulty verbalizing their 
ideas, for, even if their stories should tend to be short, the way in which 
they have set up their scene is in itself revealing. 
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The Rosenzweig Picture Frustration Test. The P.F. Test, as it is 
often called, is aimed at a specific area of behavior: the individual's re- 
action to frustration. The method, developed by Rosenzweig (75, 78, 
79), consists of a series of 24 cartoons, each representing an interper- 
sonal situation where one individual places an obstacle in the path of 
another, either accidentally or on purpose. The subject is required to 
write into the comic strip type of conversation "balloon" the comment 
which he thinks the frustrated person might make in the situation. 

Rosenzweig classifies possible reactions to frustration as falling into 
three broad categories. An extrapunitive reaction is one in which the 
anger and blame is directed toward the object in the environment (e.g., 
“You should have known better.”). An intropunitive reaction is one 
in which the individual's aggression is tumed toward himself (e.g., "T 
was stupid not to think of it myself.”). An impunitive reaction is one 
in which the individual tends to minimize the frustrating aspects of 
the situation (e.g., “Oh, that's all right. It wasn’t important anyway.” ). 
Responses may also be analyzed in terms of their appropriateness to 
the situation; that is, whether the individual tends to react too strongly 
to a relatively minor frustration or not intensively enough to a major 
one. 

A scoring procedure has been developed for the test which takes into 
account the direction of the subject's reaction (i.e., intropunitive, extra- 
punitive, impunitive) as well as the meaning which the frustration has 
to the individual (i.e, whether he perceives it as a major ego threat or 
only as an interruption of some on-going activity). Normative studies 
have been carried out with both the adults’ and children’s forms (76, 
77), and it has been possible to draw certain generalizations regarding 
“popular” responses from these. Test-retest reliability has been re- 
ported as fairly high, but only minor validational studies are as yet 
available. 

A disadvantage of this test lies in the difficulty of determining to what 
extent a subject’s responses reflect what he would actually say in a 
similar situation, and to what extent they reflect what he would like to 
say. Still, this is a more or less general problem in all projective tests— 
to what extent wishes, needs, fantasies, etc., may be assumed to be re- 
flected in overt behavior. The test’s advantage lies in the fact that it 
permits an intensive study of the important area of the way the indi- 
vidual tends characteristically to handle his aggressions. 


Machover’s Drawing of the Human Figure Test. The drawing ofa 
human figure was first used with children by Goodenough (31) as a 
test of intelligence. Rather early in her work, however, it became ap- 
parent that important inferences could be drawn, not only about the 
individual's intelligence but about his personality as well. It remained 
for Machover (54) to investigate systematically and to set forth the 
possibilities of this technique as a projective method for measuring 


personality. 
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The administration of the test is quite simple. The subject is merely 
asked to “draw a person.” After he has completed his first drawing he 
is asked to draw another person of the opposite sex. The administra- 
tion varies with the examiner. For example, the subject may be asked 
to draw a third picture, of himself; he may be asked to draw the figure 
in the nude; instructions may include that the person should be drawn 
facing front and that the whole body be included. Except in rare 
cases, the procedure should take no longer than a half hour. It may take 
somewhat longer if the subject is asked to tell a short story about the 
people he has drawn, or to describe what they are like. 

The specific contribution of this technique lies in its emphasis upon 
the person’s perception of his body in relation to his conflicts, needs, 
and ideals. It has only been within fairly recent years, to a large part 
as a result of the work of Schilder (91), that the “body image” has as- 
sumed a role of importance in psychological thinking. The body image 
is now felt to be an integral aspect of the person’s concept of self in 
relation both to his intrapsychic existence and his existence in relation 
to the world. 

This method has no formal scoring system. The material is analyzed 
more or less intuitively, in terms of structural and content factors. 
Structural factors include such matters as placement on the page, pres- 
sure exerted, and size of drawing. Content factors include qualitative 
aspects which have to do with specific portions of the drawings, such 
as the amount of attention paid to certain parts, the proportion of the 
head to the rest of the body, omissions of parts of the body, etc. Mach- 
over discusses each of the major portions of the body in terms of its 
symbolic, frequently unconscious meaning. 

The major drawbacks of this technique are its lack of standardized 
scoring technique and its dependence on clinical judgment without 
a systematic validational support. A criticism frequently leveled in- 
volves the elaborate interpretations which are made of the most minute 
lines in the productions of people who are not at all skilled artists. Al- 
though Machover does not feel that lack of artistic ability is an im- 
portant variable, a definite answer to this criticism will have to await 
further experimental investigation. 


The Bender Gestalt Test. Another test in which there has been an 
unspectacular but steadily increasing interest is the Bender Visual Motor 
Gestalt Test (11, 12). This test consists of nine designs taken from 
the original Wertheimer series of Gestalten (simple figures composed of 
circles, lines or dots) which the subject is asked to copy. Gestalt theory 
postulates an innate tendency to apprehend form, not as static, but in 
a state of “becoming.” In other words, there is a trend toward com- 
pletion and reorganization of the perceptual experience in accord with 
certain universal biological principles. Moreover, the final reproduc- 
tion is individualized by the sensory motor action pattern of the pre- 
ceiving organism. The Bender Test assumes, furthermore, that de- 
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structive forces within the personality will introduce characteristic 
pattern distortions. Research results support this hypothesis, and have 
called attention to interesting variations in figure reproduction at dif- 
ferent growth stages and in such pathological states as mental defects, 
organic brain disease, and the functional psychoses. Aphasic patients, 
for example, revert to more primitive patterns. In states of mental con- 
fusion, such as acute alchoholism, part-whole relations are likely to be 
disturbed. In depressed conditions, over-accuracy and constriction are 
found, whereas the manic patient tends to introduce embellishments in 
the design. In schizophrenia more fundamental pattern distortions oc- 
cur. Although not many studies have been published, the Bender Test 
is a promising supplement to other projective and expressive instruments 
in which perception is regarded as an integrative function of the total 
organism and is utilized as a means toward the understanding of person- 
ality deviations. 


The Szondi Test. The Szondi Test, originated by a Hungarian 
geneticist (99), utilizes 48 pictures of patients, each of which belongs 
in one of eight known diagnostic categories. These are presented to 
the subject in six sets, from each of which he is asked to pick the two he 
likes best and the two he likes least. The original Szondi hypothesis, 
that “like attracts like" on a genetic basis, is unsubstantiated. Deri 
(25), a student of Szondi, has, however, presented a modified rationale 
in this country. Essentially her theory holds that within each individual 
there exist tendencies which, in more or less attenuated form, correspond 
to the tendencies found in a more extreme form in the patients pic- 
tured. Thus, for example, the homosexual corresponds to the more pas- 
sive, tender side of normal sexuality, the sadistic to the forceful, aggres- 
sive aspects. It is also postulated that the eight needs are always in 
various states of tension and release and that the patterning at any given 
time, as well as the changes from one time to another in a series of tests, 
yields information about the dynamics of personality organization, The 
pattern of “likes” and “dislikes” reflects the manner in which the eight 
personality components in question are organized and dealt with (e.g, 
certain needs may be expressed in action, others are repressed, still others 
may be present as conflicts in consciousness) . 

In a sense the Szondi test can be considered as the opposite of a 
projective test in that the subject, at least theoretically, does not pro- 
ject his own needs and wishes but responds empathically to the needs 
and wishes of the pictured individuals who are presumed to be relatively 
the same to all perceivers. The theory that tension in certain need sys-. 
tems determines the appeal of the various pictures has not been experi- 
mentally determined. Clinical use of the test does, however, appear to 
demonstrate that patterns of choice are characteristic of certain person- 
ality syndromes, and that valuable diagnostic insights can be obtained. 
A disadvantage of the test lies in the fact that the method does not 
permit a study of the process involved in arriving at a choice, Except 
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for occasional comments which a subject may make as he is taking the 
test, the examiner has only the final results to use as a basis for diag- 
nostic conclusions. 


Graphology. This technique leads us into the general area of ex- 
pressive behavior, an area in which Wolff (106) particularly, has done 
much experimental investigation. The term expressive behavior is 
applied in describing such aspects of a person as voice, gestures, gait, 
facial expression, handwriting, and posture. There are a number of 
experiments to support the theoretical contention that such behavior 
permits important and valid insights into personality, and that different 
kinds of expressive behavior in the same person show a surprising degree 
of consistency. Thus, quite high coefficients of correlation have been 
obtained between judges who were asked to match various kinds of ex- 
pressive behavior of the same individual. 

Klages (43) was the first of the students of graphology to study hand- 
writing as an expression of bodily movement. Previous investigators 
had approached it as a more or less isolated end-product. The present- 
day point of view stresses the importance of the movement tendencies 
which may be inferred from the handwriting, rather than the hand- 
writing per se. 

Graphology as a scientific method of personality investigation, al- 
though popular in Europe for a long time, has only recently found ac- 
ceptance in the United States. Experimental studies (39) seemed to 
demonstrate that the technique was without validity. But the early 
studies attacked the problem from an atomistic "sign" approach, which 
disregards the total configurational quality of the handwriting specimen. 
Handwriting, as other products of personality, can be interpreted only 
if the various elements are seen in relation to each other. Validation 
studies utilizing a more holistic approach (e.g, matching handwriting 
specimens with character sketches) have resulted in much higher cor- 
relations (28, 108). On the other hand, interpretation and validation 
are interfered with by the fact that some of the characteristics used are 
difficult or impossible to measure objectively. Thus, while it is possible 
to measure the height or width of individual letters, the amount of 
space taken by margins, slant of the writing, and the like, it becomes 
more difficult to translate such characteristics as originality, overcontrol, 
"style," and so forth, into objective terms. A study which dramatically 
points out the consistency of handwriting is one by Wolff. (107), in 
which he shows that a person's signature, particularly, tends to be con- 
sistent throughout his lifetime. Although absolute size may vary as 
a result of age, illness, or psychic trauma, the proportions of the various 
parts to one another tend to remain constant. A great advantage of 
this technique lies in the simplicity of obtaining the necessary data. A 

age of an individual's writing is usually quite adequate, although care 
should be taken to insure that the writing is spontaneous and that the 
individual is as unself-conscious about the actual writing act as possible. 
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Other Expressive Techniques 


Play Methods. With the extension of psychoanalysis to the treat- 
ment of disturbed children (see Chapter 23), it was almost immediately 
recognized that play is the child’s language and that, in play, children 
objectify many of their problems, express forbidden wishes and im- 
pulses, and bring about the solutions they need and want. Freud refers 
to the symbolism of play in his report of the analysis of one child, “Little 
Hans.” Further development of play interpretation was carried for- 
ward by Melanie Klein and by Freud’s daughter, Anna (30). Since 
that time the methods have been widely used in child psychiatry and 
child research. Although applied chiefly to work with children, a few 
experiments have been done with normal adults and mental patients 
(65, 81). One of the best known techniques was developed by Levy 
(51) using an “amputation doll” which the child can dismember at 
will in the expression of hostile impulses. Bender (13, 14) and Despert 
(26) have also contributed valuable accounts of their methods. Of all 
the projective techniques, play is the most often used for therapeutic 
as well as diagnostic purposes. 


Psychodrama. Moreno’s psychodrama method (60) permits the in- 
dividual to act out his wishes, conflicts, and unconscious fantasies. ‘The 
method may involve the recreation of an experience which actually 
occurred in the life of the actor, but modified techniques are in use 
which permit greater freedom in the way the “drama” is enacted. In 
such modified techniques the individual is presented with a much less 
structured situation, and encouraged to resolve it in any way he wishes. 
The method is effective in the diagnosis of characterological modes of 
defense, for even when “play acting,” the individual tends to react in 
his characteristic mode. Psychodrama is as often used therapeutically 
as it is diagnostically. 


Art. Art is another expressive medium which has been exploited in 
all its forms, from soap carving to modeling and painting. Art produc- 
tions, both controlled and spontaneous, especially by children and 
psychotics, have been studied for their personal symbolic significance 
(3). Finger painting has been a popular medium for work with chil- 
dren as a therapeutic outlet, and as a means for understanding the child 
artist (67). Attempts have been made to develop objective scoring 
categories for analyzing artistic productions, and to compare the scor- 
ing factors with Rorschach variables (104). 


Personal Documents. Letters, diaries, and other informal produc- 
tions were formerly excluded from scientific study because of their 
“ancontrolled” nature. In a comprehensive monograph, Allport (2) 
summarized the contributions made toward scientific methodology for 
utilizing spontaneous expressions of assorted kinds in the study of person- 
ality. Since, by Allport’s definition, a personal document is “any self- 
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revealing record that intentionally or unintentionally yields information 
regarding the subject,” such data may be treated as examples of projec- 
tion. 


Miscellaneous Projective Techniques. In Table 7-1 will be found a 
list of other projective techniques. Each is briefly described. In this 
group are some which deserve inclusion chiefly for their historical im- 
portance, although they are not in use today, and others, which, al- 
though promising, are too new for critical evaluation at this time. 


Program for the Future 


Throughout this chapter stress has been laid upon the importance 
of validating the instruments which are being used in the field. But 
more important than the validity of any specific method or technique 
is the way in which the entire problem of personality testing is con- 
ceptualized. It matters little how refined the techniques may be if the 
ways in which the results are used are in line with modes of diagnostic 
thinking which are appropriate to the last century. 

‘There are several temptations in the unskilled use of projective tests. 
Clinicians who depend upon short cuts to diagnosis by means of easily 
identified “signs” or who interpret in terms of clinical stereotypes, obtain 
misleading results which eventually tend to discredit the tools with 
which they work. In this connection, Schafer (89) discusses several 
assumptions which are prevalent in present-day thinking, but which 
stand in the way of optimal growth in the field of clinical psychology. 
One of these involves the view that a specific diagnostic indicator or 
"sign" is directly related to a diagnostic label. Such an assumption is 
unwarranted because it is the constellation of characteristics which estab- 
lishes a diagnosis. As an abstraction, diagnosis helps in organizing our 
knowledge of similarities and differences in disorders. A specific identi- 
fying characteristic is not, however, the exclusive property of one noso- 
logical category. The clinician should concern himself with the degree 
of presence or absence of specific identifying characteristics, using the 
abstract label only as a summary term—the last step in description, 
rather than its aim. Although it is by now a cliché to point out that 
each person has aspects of uniqueness, this point of view frequently ap- 
pears to become lost in the welter of vague and broad generalizations 
which are used in the description of an individual. Not infrequently a 
report on Person A can apply equally well to Person B through Z. A 
program for the future would seem to require that clinical psychologists 
lean less on nosological and test clichés and, instead, permit themselves 
greater freedom to describe the person along more individualized lines. 

Progress in the field of projective testing would also seem to require 
that some unitary rationale be established for at least the major tech- 
niques. In this connection Rapaport (71) points out that at present 
only fragmentary theories exist, and that different tests are related to 
different, vague, more or less psychoanalytic concepts. His own pro- 
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posal is that a possible unitary theory can be established in the area of 
thinking, which would encompass the rationale and phenomena of all 
tests. 

One further caution should be observed. There is sometimes a 
temptation on the part of the inexperienced to reveal to subjects the 
nature of findings. Under no circumstances should results be given out 
except by a person trained in handling the anxieties which are likely to 
be aroused by such information, even of an apparently innocuous sort. 

The ability to use projective methods effectively depends not on 
training alone, but upon experience and what might be termed clinical 
aptitude, a talent which has not yet been refined and measured. Of all 
the instruments in our equipment, most careful attention should be paid 
to the precision and reliability of the human instrument, the clinician. 
As a resource for the sound ones, the projective methods are very useful. 


Summary 


Projective methods utilize ambiguous stimuli to which subjects are 
encouraged to respond freely in their own way. On the assumption that 
attention is selective and that perception is motivated by the wishes and 
attitudes of the responding person, it is held that the content perceived 
and the manner of organizing the material reveal significant dynamic 
aspects of personality. The projective principle, which is grounded in 
holistic theories of personality, has been applied in the development of 
a wide variety of tests, including ink blots, pictures, art and drama media, 
and paper and pencil techniques. They have been used for purposes of 
diagnosis, prognosis, and research. The most urgent problems in the 
field are concerned with validation of the methods themselves, and with 
the qualifications of their users, as well as with the establishment of a 
unitary theory which would encompass the rationale and phenomena of 


all projective tests. 
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PART IT] 


THE PROBLEM APPROACH 
IN THE CLINIC 


Chapter 8 


PROBLEMS OF CHILDHOOD 
AND ADOLESCENCE 


By Boyp R. McCanp ess, Pu.D. 


The Present State of Knowledge 


S ociery DEMANDS that the behavior problems of children be dealt with 
by the teacher, social worker, clinical psychologist, psychiatrist, and other 
professionally trained persons. Such workers do so, ordinarily with com- 
petence, sensitivity, and unselfishness. They more often work in terms 
of their own experiences, however, than in terms of true scientific knowl- 
edge. While many research data are available, they tend to be scattered, 
fragmented, and often conceptually unclear as well as methodologically 
defective. Itisa truism that only when more integrated and technically 
sound research programs are conducted, coupled with the development 
of a more adequate science of personality stemming from these programs, 
can clinical problems be handled with thoroughgoing effectiveness. 
And, more important, only then can educational and training programs 
be efficiently designed to prevent the development of behavior problems 
so prevalent today. 

Our current knowledge, limited as it is, of the problems of childhood 
and adolescence can be characterized as coming from one of the follow- 
ing four sources. The first of these is the census, whereby the problems 
met in the clinic are categorized or classified. While there is no one 
accepted system of classification, as Kanner (14) has clearly indicated, 
the categorizations currently in use do provide the student and the 
professional worker with a general notion of what to expect from day to 
day. They do assist those in charge of training centers in devising effi- 
cient programs for students, and they do often serve to guide research 
toward those clinical problems most often met. While the census 
approach is devoid of any explanatory yalue, it can, if linked with such 
data as socioeconomic status and other variables, lead to fruitful hy- 
potheses. T 

The second source of information is the case history approach and its 
modifications, such as the anecdotal record. While at this time there is 
no substitute for this technique, by virtue of its training value and the 
role it plays in communication between co-workers, it still remains 

223 


224 AN INTRODUCTION TO CLINICAL PSYCHOLOGY [8 


difficult to use such highly complex data in any rigorous sense. Examples 
of this method, vividly used, are found in the two recent volumes by 
Redl and Wineman (27, 28). Even the most sophisticated reader is 
intrigued by these volumes. The research worker comes from his 
perusal of them with multiple hypotheses. The practitioner immediately 
considers modifications in treatment techniques. But there is always 
the danger of misunderstanding between authors and readers. There 
is no explanation in the scientific sense. 

Experimental data provide the third source of current knowledge. 
Here, available experiments are subject to one of three quite different 
criticisms. First, there are those experiments which have direct "face 
validity," that is, they deal with problems as seen in the clinic or prac- 
titioner’s office. From the practical viewpoint they appear meaningful 
and useful. From the vantage point of scientific method, however, they 
present difficulties in defining independent, intervening, and dependent 
variables as well as in measurement. An example of such a study is pro- 
vided by Miller and Baruch (24), who used allergic children (mostly 
those with asthma and hay fever) as experimental subjects and children 
referred for other behavior difficulties as control subjects. Parent inter- 
view data, office observations, teacher-provided data, and the content of 
play sessions constituted the experimental methods. The authors main- 
tain that their hypothesis (i.e. allergic children would show less overt 
hostility) was supported. They proceeded, accordingly, to make the 
psychoanalytic analogue between allergy and suppression of hostility, 
and implicitly to conclude that play therapy, providing opportunity for 
the elicitation and interpretation of hostility, alleviates the allergic con- 
dition. Flaws in the observational methods, opportunities for experi- 
mental contamination (the investigators, for example, knew the group 
to which each child belonged), and failures to report reliability of the 
observations all serve to make the clinical worker reserved in his ac- 
ceptance of their results and conclusions. The study, nonetheless, has 
great “practical” appeal. 

On the other hand, a study by Levy and McCandless (20), using 
college students as subjects, could be considered by some as “impractical” 
by virtue of its failure to provide data pertaining to problems met by the 
practicing clinician. These investigators used a modification of the 
Wisconsin Card-Sorting Technique with prearranged orders of training 
and testing. Three phases of training were given. For the differential 
training (DT) phase, students were taught the principle of sorting cards 
into four decks by color, number, form, and miscellaneous. During the 
training phase (Tr) a subject was exposed to shock each time a miscel- 
laneous card was presented, but at no other time. During the test (Te) 
phase, the shock apparatus was disconnected, and the subject was asked 
to predict whether he would have gotten a shock if the electrode had 
been attached. He was also asked to indicate the degree of certainty 
of this prediction from “great uncertainty” to “being positive.” Group I 
was given the DT phase first, the Tr phase second, and the Te phase 
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last; Group II received Tr, DT, and Te; and Group III received only Tr 
and Te, in that order (see Table 8-1 for results). 


TABLE 8-1 
Summary Data Reportep ny Levy anp McCanptxss (20) 


Frequency or Expectancy or Suocx Durme Prase III (Tzsr) 


Group Total Mean SD SE 
1 79 5.27 3.662 979 
2 187 12:47, 4.576 1.223 
3 171 11.40 3.897 1.041 


Differences between the means of Groups 1 and 2, and 1 and 3 were significant 
<.001; but nonsignificant between Groups 2 and 3. 


Correct EXPECTANCIES IN THE Test PHASE 


Group Total Mean SD SE 
1 39 2.60 880 .235 
2 21 1.40 880 .235 
3 23 1.53 .806 215 


Differences between the means of Groups 1 and 2, and 1 and 3 were significant 
<.001; but nonsignificant between Groups 2 and 3. 


They arrived at this conclusion: subjects who had been given a 
"recipe" for doing a task, even though this did not work, were more 
efficient and accurate as learners. They more accurately but less fre- 
quently anticipated punishment for mistakes when they were compared 
with groups which had been given no recipes or had been given these 
following punishment. In an attempt to pinpoint possible practical 
applications, Levy and McCandless related their findings to the per- 
sonality hypothesis that early childhood trauma may be persistent. In 
other words, the experiment is rigorous, but its relevance for the prac- 
tising clinician is questionable. The basic argument involved between 
the two objections to almost any experimental approach, as indicated 
above, is actually the old adage which some chant in effect: “You can’t 
reduce life to the laboratory.” This argument, of course, is more likely 
to be stressed by the applied worker than by the experimentalist. In- 
deed the former's emphasis upon this may in part be due to the frustra- 
tion engendered by his strongly felt need for information on vital, 
pressing, practical problems. It is the viewpoint of the writer that the 
rigors of the experimental approach will in the long run pay the richer 
dividends. 

Third, an experiment may be criticized for not tying in with an exist- 
ing theory of human behavior (e.g; not being relevant to psychoanalytic 
or behavior theory). This, some contend, limits the wide usefulness of 
an experiment. 

Finally, the most widely used source of knowledge pertaining to the 
clinical problems of childhood is that which gives common sense norms 
established by any worker consequent to experience. In the hustle and 
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bustle of clinical practice with mothers, fathers, and children from all 
backgrounds and at all ages, the clinician learns what to do and what 
not to do. If he is reasonably intelligent and sensitive, his practice serves 
as a continuously operating laboratory complete with hypotheses and 
informal experimentation. The chief difficulty with this state of affairs 
is that such knowledge, speaking both practically and scientifically, is 
unlikely to be communicable to others. 

Reasons for this unsatisfactory state of current knowledge are not 
difficult to find. The more significant ones follow. Professional workers 
with children have been slow to develop the experimental-theoretical 
approach as contrasted with the normative. Students too often have 
not been rigorously trained in the philosophy of science and research 
methodology. Research of an inferior quality results. Second, as a 
corollary of the above, there are few centers whose chief function is 
research work with children. Despite the fact that there are many 
schools and many children, most school administrators, with some justifi- 
cation, maintain that their first task is education. This judgment of the 
impracticality of research in the school system is a complex matter. It 
does serve to indicate, however, the attitudes commonly encountered 
relative to the development of research programs with children. Third, 
adequately trained professional workers are few and the number of 
children with problems is so great that research suffers. Indeed this 
service pressure, so to speak, is so great that it reduces the research effi- 
ciency even of those stationed at research-centered institutions. Fourth, 
any research with children is difficult. It is even more difficult to do 
clinical research. A great deal more patience is needed with the child 
as a subject than, for example, with the white rat or the college 
sophomore. The establishment of rapport with a preschool child re- 
quires much time and frequently unique personal skills. It is in fact 
almost impossible to gather data by groups with children younger than 
the fourth grade level. In addition, many types of research require the 
mother and father to serve as subjects. Getting mothers as subjects is 
time-consuming, tact demanding, and expensive. Getting fathers as 
subjects is almost impossible. Then, too, with clinical studies the con- 
cepts involved are often complex, making it difficult to formulate 
experimental approaches and to produce clearcut research designs in 
such ways that significant conclusions are eventually reached. Fifth, the 
research worker in the area of child adjustment is not especially well 
paid, although completely relevant data are not available (32). Finally, 
and perhaps the least important, research in child development has 
traditionally attracted more women than has research in other psycho- 
logical areas. Practically speaking, it is more difficult for a woman to do 
research and lead a normal life than it is for a man. Women, due to 
marriage and motherhood, are more likely to be in and out of a career 
than are men. This produces a lack of continuity which is bad for re- 
search. The result, in overview, is that the clinician has more problems 
than he has facts to consider. With these limitations in mind, attention 
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will now be turned to a consideration of clinical problems commonly 
encountered in practice with children and adolescents. 


Typical Problems Encountered at the Various Age Levels 


The First Two Years. During this interval the child moves almost 
entirely behind the aegis of parents and, upon occasion, numerous others 
such as nursemaids, older siblings, hired girls, and roomersin. At this 
stage, his problems, other than those directly traceable to physical causes 
such as contagious diseases or specific incapacity, derive from the family 
climate. Perhaps the most lethal disease of babyhood, fortunately de- 
creasing in its incidence, is marasmus. This literal wasting away of 
the child appears to occur only when the infant is shifted from a reason- 
ably constant and adequately affective family climate to a protracted 
hospital routine, or is early placed for long periods on one of the rela- 
tively rare “institutional wards” in an outmoded foundling home. This 
then, is the disease of isolation that stems from the lack of sufficient 
stimulation to maintain life, Workers such as Goldfarb (12), R. Levy 
(21), Ribble (29), and Spitz (39) have directly or indirectly docu- 
mented this “ailment of isolation,” although certain aspects of these 
research studies have been questioned from the reference point of ade- 
quate scientific methodology. At any rate, marasmus does not seem to 
occur when mothers or their stimulating and affectionate surrogates are 
present in the environment. 

Second in seriousness and first in frequency come the difficulties of 
training, with feeding usually considered the most important. Infant 
feeding practices, to turn historical for the moment, have passed through 
a full cycle in the last four or five decades (45) much in the same man- 
ner that other methods of dealing with babies have. From the de- 
personalized, highly scheduled regime prescribed in the early behaviorist 
paradigm for child care, Americans have returned to less regimented 
feeding schedules and to more permissive and accepting methods of 
dealing with their infants. These practices are derived most recently 
from the psychoanalytic orientations and, more remotely, from the way 
grandmothers or great- grandmothers of the present parent generation 
handled their babies. One of the most useful, anxiety-allaying source- 
books for infant care, illustrative of this swing of the pendulum, is the 
popular book by Spock (41). This volume presents a modified psycho- 
analytic approach to baby care. The modification is the result of the 
author’s wide experience with mothers, fathers, and their infants.* 

To return to problems of training during infancy, it is clear that few 
child psychology specialists have much to say about what parents do to 
and with their children, except in those instances in which extreme diffi- 
culties arise. Advice on feeding, bathing, napping, toileting, and other 

1 Every clinical worker should know of Dr. Spock's book (41) and of the Federal 
Security Agency pamphlets (9, 10, 11). For parent-child problems within the 
normal range, these provide a sensible basis for counseling and guidance. 
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routine practices is ordinarily given by the family physician, general prac- 
titioner, or family pediatrician, as the case may be. His dicta are likely 
to be modified, of course, by such factors as lectures on child develop- 
ment attended by the parents, high school or college courses on the topic, 
pamphlets available for study, the parents' own rearings, the advice 
given by mothers and mothers-in-law, the parents’ own need systems, 
and their previous experiences with other children, including their own. 
Of course, the orientation of our culture is such that few problems 
exhibited by children under two years of age are referred for psychiatric 
and psychological services. This is one of the several reasons why the 
fund of soundly based research information at this level is so small. As 
a basis for counseling parents, nonetheless, the clinician should possess 
broad information pertaining to infant development the better to answer 
questions on such subjects as “brightness-dullness,” and “normality.” 
He must also include within this repertoire the facts pertaining to the 
wide range of individual differences subsumed by these areas. He needs 
to know children and parents in terms not only of the developmental 
and research literature, but also in the practical sense. Such broad 
training equips him to recognize the more typical parent-child conflicts, 
developmental problems, and areas of difficulty involving goal-seeking 
behavior. He should also know in a work-a-day fashion something of 
the typical frustrations and satisfactions which accrue to the parent of 
an infant or runabout child. 

Many of the problems which arise, such as the runabout child's de- 
structiveness, parental concern about sleeping, eating, toilet training, and 
thumb-sucking, relate more to inadequate parental information than to 
parental “maladjustment” per se. The more severe, nonphysiological 
disturbances, however, often appear to be related to parental tension. 
Examples of such disturbances are: Serious and persistent under- or 
over-eating, infantile autism or extreme withdrawal, soiling and smearing 
of considerable intensity and for long duration, extreme and persistent 
sibling rivalry and sibling-destructive behavior, frequent and severe 
nightmares or night terrors, some problems of night wakefulness, intense 
and prolonged fear of parental desertion or of strangers. ‘These are most 
often handled, after medical referral, by the therapist working closely 
with medically oriented personnel. Parental reactions related to such 
problems may include rejection, overexpectation, or overcontrol of the 
child. In the case of a parental reaction of rejection, the rejection may 
spring from many sources in the parent’s personality or life history. 
Examples are the immature and dependent parent who rejects responsi- 
bility in general, and for whom the addition of responsibility in the form 
of a child is intensely anxiety evoking. The child may have been ini- 
tially unwanted; or the rejection may be one phase of a maternal post 
partum depression. Overexpectation, overprotection and overcontrol 
may be symptoms of underlying parental rejection, as well. Other 
parental problems encountered in relation to the child’s difficulties may 
include exaggerated anxiety for any one of several reasons over infant 
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handling, including such factors as parental compulsive cleanliness, 
overinsistence on food intake, paternal resentment of the infant’s pre- 
emption of the mother’s time, parental conflict over methods of rearing, 
extreme overstimulation of the infant, and many others. Other infant 
behavior problems may arise from easily ascertainable errors on the part 
of the parent, such as indecisiveness about nap and bedtime, or insistence 
on consumption of a food the child dislikes. These ordinarily can be 
managed through re-education and anxiety-allaying counseling. 

Our culture, it seems, exculpates parents from much of the responsi- 
bility for early childhood difficulties by such devices as humor and folk- 
lore. Examples of these are the cartoons depicting unshaven fathers 
pacing in the dawn with squalling infants, parental panic when con- 
fronted with the newborn, parental frustration over the destructive 
runabout, problems of eternal drinks of water during the night, re- 
assurances that “You're always more nervous with your first baby,” and 
so on. Such folklore may indeed serve as a sort of an “escape hatch" to 
avoid admitting that very early childhood behavior problems cannot be 
other than the parents’ responsibility. The average child sees almost no 
one else. 

Reviews of the recent literature (22, 26) summarize the scattered 
research material and conclude in the broad sense as follows: If the parent 
honestly believes he is doing the “right thing” (the thing that is norma- 
tive for the social-economic-educational group to which he belongs )— 
regardless of whether this is breast, bottle, or cup feeding, scheduled or 
unscheduled feeding, permissive or highly controlled general handling— 
his infant is likely to manage his first two years without undue trouble. 
In a general way, then, the most “modern” advice seems to be to apply, 
with common sense, the general principles of human learning as inter- 
preted in the light of what children are capable of doing at specified 
ages. 


Problems of the Preschool Years (ages 2 to 6). This span of years 
has been selected because here the child is between infancy and ad- 
mission to school. It is not surprising, therefore, that many of the 
problems previously mentioned, except for marasmus, may be found 
in the preschool child. Since parents tend to hold their growing chil- 
dren responsible more and more for their own acts, however, the training 
problems of infancy are likely now to appear more Severe. The preschool 
child is also more mobile in the community. Parental anxiety with 
reference to how his child is affecting and is being judged by others may 
tend to produce and aggravate problems. Matters of discipline and 
control, partly as functions of the above-mentioned variables, also enter 
the picture more forcibly than at the early age levels. The problems of 
infancy which appear within this span of years thus may appear and 
sometimes actually are more clear-cut and severe. Generally speak- 
ing, however, the principles that apply to the infant also apply at 
this level. 
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In addition to those discussed just above, problems also arise con- 
tingent in large part upon the following two factors: Parental expecta- 
tion that the child will assume control of a sensible sort over his own 
behavior and that the child will reflect favorably on the parents in the 
youngsters dealings with other adults and their offspring. Parents, 
without assessing the child's point of view in these matters, want him 
quickly and “sensibly” to accept adult values. Problems associated with 
the first of these factors relate to the destruction of property and equip- 
ment, failure to assume ordinary precautions for the maintenance of 
life and limb, and failure to restrain aggression within reasonable limits 
and hence not be too amenable to parental restrictions and requests. 
Problems relating to the second parental overexpectation include such 
behavioral items as poor manners, masturbation, enuresis, thumb-suck- 
ing, shyness with relatively strange adults and children, dramatic mani- 
festations of fears, tics, and other compulsive patterns of response. 

The significance of these problems, taken as a group, lies primarily in 
(1) how they affect the parent and (2) how they affect the child’s safety. 
As far as destructiveness is concerned, any preschool child possesses 
obvious potentialities to destroy. He destroys because he wants to see 
what is inside, because he has not learned the principle of irreplaceability, 
because he has not been taught more rewarding ways of handling equip- 
ment constructively, and because he wants to “get even” with the 
parents for something ill-defined and vague. Because of his parents’ 
reactions he had learned to use destructiveness as an effective tool to 
"master" and “control” them. 

The maintenance of life and limb is of no particular concern to the 
small child. When he wants to get to the other side of the street, he 
goes at once. He appreciates the irreplaceability of life no more than 
he does that of a dime-store plastic truck. To panic the child by extreme 
parental apprehension, seemingly completely justifiable to the parent, is 
just as likely to result in the death of the child as is teaching him nothing 
whatever about the lethal attributes of oncoming delivery trucks. That 
is, the child may panic and freeze in front of the truck. In dealing with 
this problem, the clinician must allay anxiety but not concern. ‘The 
problem indeed is one of teaching the child in terms of outcomes within 
his experience. At the same time severe anxiety must be avoided so 
that learning and flexible behavior can accompany the instruction. Just 
enough concern must be instilled that due caution is exercised. 

Reasonable limits to aggression vary from parent to parent. On the 
one hand is the parent who says, "Under no circumstances will I tolerate 
a child who spits,” and on the other hand, is the parent who says, “I 
must say, I’m not above defending myself when my child starts hitting 
me in earnest with the heavy blocks.” In general, children seem to need 
to be allowed at times to express aggression of an intensity which is 
oftentimes guilt-arousing in their parents. The methods they use of 
course should not be permanently damaging to the recipients. ‘The sub- 
stitution of fists and slaps for blocks and sticks must early be taught by 
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consistent reinforcement, whether positive or negative. Shoeless kicks 
must be substituted for brogan kicks; slaps or punches for eye-gouges and 
scratches, and verbal abuse for bites. These substitutions do not occur 
when parents inconsistently and with blind emotion so insist, only to 
follow the so-called “lesson” with all-out gestures of atonement to the 
child. The child often seizes upon these inconsistent, emotional re- 
actions as signs of his mastery over his parents. 

Amenability to parental restrictions and requests is variously inter- 
preted in our culture. Some parents take “sassing” and disobedience 
with the greatest of equanimity, while others are threatened by them 
and immediately become punitive. A sensible compromise based upon 
calm parental efforts to perceive what is reasonable from the child’s 
viewpoint and what is endurable for the parents ordinarily promotes a 
reasonable degree of harmony in the home. If a parent has given a 
five-minute warning that dinner is “about ready,” followed by a “Now, 
it’s here,” he, as a human being and a parent, has the right to expect 
(and to follow through on that expectation) that the normal preschool 
child will soon appear or submit with reasonable grace to being firmly 
introduced to the dinner table. But if the parent has interrupted an 
exciting venture of the child's with an unforewarned dictum to “Get 
down here to the table this second,” he is likely to find his “request” 
ignored or rebelled against unless it is followed through by coercion or 
violence, reactions which seem completely unjustified to the child. In 
other words, fairness by and large is met by fairness. Appreciation of 
the child’s needs and viewpoints, in return, secures the child’s seeing the 
parents’ views. Of course, adults must appreciate certain child problems 
of fatigue, oncoming colds, defeats during the day, and the like. 

The acquisition of good manners follows much the same pattern. 
Ordinarily adults are unconscionably rude to children. In the normal 
course of events, children learn their manners quite readily from their 
parents, unless once again the lack of manners has aroused such marked 
emotional reactions from the parents that the youngsters have learned 
to equate poor manners with just one more method by which to dom- 
inate their elders. 

Similarly, it must be kept in mind that masturbation has none of the 
associative guilt for the child that it has for his parents and the neigh- 
bors. After checking for itches, inflammations, and binding clothes, 
masturbation is ordinarily best ignored. Typically, the practice soon 
disappears. If, however, undue anxiety is aroused in the parent, it may 
well be that the problem is the parent's rather than the child's. Under 
such circumstances it may become the child's problem if the situation 
is not sensibly handled. For additional discussion of this problem ref- 
erence can be made to p. 265 f. 

Another emotion-arousing problem is that of enuresis. This occurs 
more often among boys than girls. The hypothesis may be ventured 
that it occurs within perfectly normal limits much later and more fre- 
quently than indicated by published normative statistics. Its meaning 
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as a personality mechanism is not altogether clear, although a plausible 
hypothesis is that it reflects aggression toward the parent—more often 
toward the mother who does the washing. Just as with other problems, 
enuresis does not ordinarily arise with parents who are unconcerned 
about it. But when exaggerated parental concern is shown, enuresis can 
become a method of parent mastery for the child to wield. Remedies 
range all the way from child and parent psychoanalysis to the adaptation 
of one of the “conditioning apparatuses” which closes a circuit at the 
first sign of dampness, thus unceremoniously jarring the child from sleep 
by ringing a bell. This latter device may work when bedwetting has 
lost its symbolic meaning to the child, but apparently it does not if the 
symbolic meaning is still present. The best remedy seems to be parental 
relaxation about the whole matter, although in many homes this is 
difficult to accomplish. In other more extreme instances, steps which 
fall short of therapy center about educational procedures. ‘The parents 
are encouraged to accept the obvious fact that few children arrive at 
adulthood still wetting the bed, and that in all likelihood the child 
consciously wants to stop as badly as the parent wants him to. Practical 
measures include physical check-ups, allowance for individual differences 
in urine secretion and bladder size, as much parental unconcern about 
the matter as possible, rubber sheets under the cotton ones, reduction of 
evening fluid intake without traumatizing the child, and a program of 
turning responsibility for the matter over to the child. Most often, 
children who have been permissively toilet trained and diapered at night 
rather later than middle class culture accepts as respectable voluntarily 
request night removal of diapers some time between two and three years 
of age. Soon thereafter they reject parental arousal from sleep to be 
taken to the bathroom. They then assume the responsibility for dry- 
ness themselves. 

Thumb-sucking is even less clearly related to personality mechanisms 
than is enuresis. According to Kanner (14) this reaction, interpretation- 
wise, has shifted in the last century from serving as an indicator of 
placidity to one of infant sexuality and neurosis. ‘The evidence is not 
clear concerning its effects on dental formation, but permanent damage 
seems unlikely to result unless thumb-sucking is continued later than 
the eruption of permanent teeth. Statements concerning its relation- 
ship to adjustment range from regarding it as a sign of “oral personality” 
(24) to one research finding that the incidence of persistent thumb- 
sucking is greatest among the children of the best educated and most 
happily married parents (13). It occurs often when the child is fatigued, 
hungry, and seemingly lonely and insecure, and somewhat more often, 
according to one study (34), when the child is permissively fed through 
breast or bottle than when he is cup fed. The differences in the last 
mentioned study, however, were not significant statistically. In other 
words, thumb-sucking may or may not prove to be a problem. The best 
advice to parents seems to be: Discourage it in a mild sort of way in 
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early infancy; if it persists, leave it alone. This is difficult, of course, 
in a world where everyone from the milkman to grandma comments 
about it in tones ranging from mild disapproval to horror. This cultural 
pressure is so great that one child of the present author's acquaintance 
in a post-tonsil recovery from anaesthesia screamed, "They've cut off 
my thumbs” after having been chided about thumb-sucking all the way 
from her hospital room, through the halls, and finally by the anaesthetist 
as the mask was fitted into place. 

Shyness with strange adults, long continued, can result from parental 
attempts at oversocializing the child, or from their desire to get the child 
rapidly out of any social situation so that the parents can “relax and enjoy” 
themselves—a thinly veiled rejection technique, but from the parental 
view sometimes a justifiable one. Shyness seems best overcome by 
parental acceptance of it as a fact; by mildly teaching the child social 
techniques through practice and gentle encouragement; and by waiting 
patiently, patting relaxedly with the child pressed against his knees or 
cuddling in his lap until the child grows curious enough about the en- 
vironment to get off the lap to investigate. Relatively consistent, non- 
punitive exposure to new situations with assurances that “Mama is back 
of you” ordinarily takes care of the situation. But continued fear over 
into the kindergarten era probably requires counseling from outside the 
family circle. 

Fears within the “normal” range can ordinarily be handled by patient 
reteaching. The principles of “that which is understood is no longer 
feared” seems to hold well for specific nonsymbolic fears. Certain sensi- 
ble precautions can be followed (e.g., a fear of dogs is not likely to be 
cured by acquiring a nipping, jumping, needle-toothed puppy, but may 
be alleviated by buying a tired, somnolent old dog who has had a long 
and wearing life with children). Fear of fire or train sirens and the com: 
mon fear of loud whistles may be helped by a visit to the fire station. 
Nightmares can be soothed by the parent's lying down for a time by the 
child and patting gently. Carried too far, this may of course result in the 
child's demanding to be slept with nightly. The fear of darkness may 
be dissipated by a subdued night light or by the presence of a flashlight 
on a bedside table. While the fear of thunder may be reduced by re- 
peated explanations, parental calm during severe storms is highly desir- 
able. Persistent, violent, and manifold fears usually, however, require 
deeper treatment than can be provided by straight educational, orienta- 
tional procedures. 

'The dynamics of tics and other compulsive patterns of response are 
in general no better understood than is thumb-sucking which, in the 
present author’s opinion, differs from a tic in being directly comfort 
giving. Headbanging and rocking behavior, which are very frequent 
thythmic “compulsive” movements in the first two to three years of life, 
have been much discussed (Spitz, 40) but little investigated in any 
rigorous fashion. Headbanging may consist of regular, but vehement 
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raisings and hittings down of the head upon the pillow, or against the 
sides of the crib, sometimes with just the neck and head involved, some- 
times with the whole torso, and in some children with almost the whole 
body involved. Rocking is a rhythmic back and forth (or occasionally 
side to side) movement, usually from a “hands and knees” position, al- 
though sometimes with the head down and the knees pushing part of 
the body up and furnishing leverage for the rocking. Like enuresis, 
rocking seems more typical of boys although, like thumb-sucking, it may 
be a comfort-giving device which disappears when the child gets fairly 
well along in the preschool years. If it continues with regularity until 
four or five, advice should be sought by the parents and the clinical 
worker should explore the home climate rather deeply. Compulsive eye- 
blinking, hair-pulling to the point of bald patches, and paint or dirt 
eating of any consistent nature should first be checked medically, and 
the parent-child relationship should then be explored in detail if no 
physical factor is found accountable. One of the more violent tics in 
the present author's experience was a convulsive, hitching, hunching 
motion of the head, neck, shoulders, and torso. After many hours of 
play, the nine-year-old finally burst out, "This is how the car made me 
do when we had the wreck.” In this wreck a baby sister against whom 
the child had shown violent aggressive and destructive reactions had 
been killed. The tic disappeared concurrent with this statement and 
after her discussion and dramatization of her belief that her mother had 
liked the baby better than the client. In this connection, stuttering may 
also be considered a tic. There are many “theories” of stuttering, of 
course, ranging from a channeling of infantile oral aggression, through 
a behavior theory, tension reduction type of hypothesis. No position 
about these should be taken here. Suffice it to say that when patience 
and lack of derogatory attention fail to reduce its intensity, again the 
parent-child relationship requires intensive exploration. Speech therapy 
can then be initiated with a person trained in speech techniques, both 
for stuttering and articulatory defects. This and other related problems 
are discussed in Chapter 13. 


Problems of the School Years and Adolescence. The routine prob- 
lems of feeding, sleeping, toilet, and basic habit training, so evident 
during the first five years of life, diminish in number during the ele- 
mentary school years. And consequent to the structure of middle class 
society, many of the so-called problems that do persist are of little im- 
portance other than to volatile parents. It is typical in our culture that, 
for parents, the child's manners never become "perfect," wraps are 
never hung up, little boys continue to break toys and track in dirt, ears 
are not washed, and baths continue to be inadequately taken. For the 
child whose parents consider these matters fundamental, there may well 
exist a thunderous and discordant accompaniment to the process of 
growing up such that family life becomes a nightmare. Parental rela- 
tionships can diminish to a note of irritated superficiality. Dissociation 
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from the family gradually occurs, until by adolescence the child is a 
stranger to the parents. 

Other parents may overprotect and be too reluctant to set the limits 
necessary for the child’s security. They may cripple his peer living by 
setting themselves up as the sole source of decision making and rewards. 
The procedure of setting the child free and thereby retaining his love is 
a complex one—a golden mean of parental behavior. No parent suc- 
ceeds equally with all respects of such "setting-free," but every parent 
must strive his best to do so. The therapist sees many of those who fail. 

The role of an adequate home life and good parent-child relationships 
in producing adequate child adjustment has been demonstrated re- 
peatedly in the practice of every clinical worker. Additionally, their 
importance is shown in a series of research investigations. Illustrative 
of these are those by Cass (7, 8), who finds relationships between 
maternal awareness and the degree of identification of the daughter with 
the mother (r was .59). Low awareness and high control on the part 
of the mother were associated with high conflict scores for parent and 
child when such a group was compared with a group where the mothers 
showed high awareness and relatively high control scores. Schoeppe, 
Haggard, and Havighurst (33) studied a variety of personality and home 
factors as they related to adolescents' abilities to manage such develop- 
mental tasks as fitting into their peer groups, accepting their sex roles, 
and developing adequate independence. In task after task for boys, 
identification with the father appears as a variable significant at the one 
per cent level of confidence. Acute, accurate appraisal of human be- 
havior appears at this level of confidence as a differentiating item for 
both sexes between successful and unsuccessful resolutions of develop- 
mental tasks. The authors state that “doggedly reappearing is the fact 
that children whose parents exercised severe control in their formative 
years were hindered in the accomplishment of the tasks” (33, p. 49). 
Such an atmosphere, they believe, stifles the development of a “positive, 
self-directing, confident self-concept” and results in an “inner feeling 
of guilt about impulsivity which in tum, impeded mature emotional 
reactivity” (33, p. 49). They also point out that quite different types 
of parent-child relationships characterize the successfully developing 
boy as contrasted with the successful girl. 

Kimball (17), in a study of superior boys who were academic under- 
achievers, finds evidence of guilt over expression of hostility, negative 
attitudes toward the father, and tendencies to inhibit aggression. ‘These 
attitudes, she believes, spring from poor father-son relationships. Such 
findings suggest an additional hypothesis for possible testing, i.e. that 
scholastic underachievement represents a method of parent punishment. 
In a different type of study, Calvin and Holtzman (6) document the 
relationship of the self-concept and maladjustment. They conclude 
that the poorly adjusted tend more to derogate themselves than do the 
well adjusted. Their study also reveals a factor similar to the “acute, 
accurate appraisal of human behavior” mentioned by Schoeppe, Hag- 
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gard, and Havighurst (33). The more accurate the judgments of group 
structure made by their subjects, the better adjusted they were, as judged 
from both a personality test and group ratings. 

Finally, Slotkin (37) in a cultural-anthropological approach to the 
problems of culture formation, advances the hypothesis that a culture 
organizes itself in such a fashion as to gratify needs which are blocked 
by the formal structure of society. The group with whom he deals are 
the Menomini, where individuality is submerged in the interests ofa 
superficially friendly, cooperative, and noncompetitive culture. The 
cultural manifestations of drinking and gossip shown by this group, he 
feels, are due to their blocked aggressive needs ("social opposition," 37, 
p. 10). Implications from such a hypothesis for family organization 
are clear. 

Returning at a more descriptive level to the relationships of parents 
with their children, the family counselor often notes that some are 
*good" with babies, some excel with preschool children, while others 
do best with the school and adolescent child. But, by and large, good 
parenthood is a continuing process, just as is the developmental process. 
The dependent mother's boy of seven is likely to be the frustrated girl- 
shy isolate of seventeen, although many factors, such as rate of physical 
maturation, body size and strength, physical “good looks" and specialized 
skills, enter more than they did at the early age levels into the process 
of personality development as the child comes to depend more on the 
world outside the home and less upon the reactions of the parents per se. 
There is evidence for the continuity of personality development from 
very early childhood to adolescence, as shown, for example, in Neilon's 
(25) follow-up study of the infants studied by Shirley (35). But there 
is also evidence from everyone's personal experience to induce skepti- 
cism relative to the inevitability of this continuity. An interesting docu- 
mentation of the development of a boy is given in the case history of 
Ben by Stolz and Stolz (42, pp. 434-498). This case report is one of 
the few documents where the interactions of physical appearance and 
development with adjustment are carefully described. To the reader, 
it seems apparent that a professional worker could, circumstances per- 
mitting, have stepped in and perhaps helped shape Ben's life to a more 
constructive end. At the period of young adulthood when the case 
history ends, it still seems that some turn of life, some wise outside 
influence, could alter the developmental trend. Similarly, the case his- 
tories of adolescents as set forth within a modified psychoanalytic frame- 
work by Blos (1) provide fascinating reading, but a reading which 
demonstrates that an apparently fortunate developmental sequence is 
not necessarily one of inevitability any more than an apparently un- 
fortunate one is inevitable. 

Aside from occasional carryovers of the so-called routine problems 
from the earlier periods into the age range under discussion, the prob- 
lems of the school-age child and of the adolescent are primarily social. 
Throughout these age periods problems of feeding continue. The 
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skinny fourth-grader who simply has not sufficient food intake, the 
extreme food faddist, and the child who gorges and enters adolescence 
far fatter than can be accounted for by any glandular or physical condi- 
tion are all cases in point. Children who fall far outside the “normal” 
feeding range should be worked with cooperatively by the home and 
the school. This often will involve parent therapy. Sleeping and 
enuresis problems still exist during these years, although apparently their 
incidence steadily declines. While many speech problems disappear, 
those that persist are likely to be the more difficult ones. Thumb-sucking 
tends to disappear, although nail-biting becomes more frequent. But, 
by and large, problems of academic and social adjustment loom larger 
than do matters of routine. Authority problems, such as exaggerated 
fear of teachers, or extreme aggressiveness ranging into delinquency, are 
likely to be accentuated by school life. Underachievement, and in a 
different sense overachievement, assume tragic proportions. Sex be- 
comes a pressing problem and sexual exploration occurs. Cigarettes, 
beer, and occasionally drugs in one form of another are also subjects of 
experimentation. Religion may become a preoccupation (either “for” 
or “against”). Vocational adjustments begin to concern the child, par- 
ticularly boys. Dependency becomes something both to be maintained 
and rebelled against. Effeminacy may become a nightmare for the boy 
just as masculinity is for the girl. A little later, the family car and driv- 
ing become a preoccupation for both parent and child. f 

The problem of group acceptance, however, appears more important 
than any other to those of school age. Actually, the drive to escape 
loneliness is considered by some to be the most basic of human prob- 
lems. It is on the basis of such a postulated drive mechanism that 
Slavson (36) proposes the “group hunger” process as the basic motiva- 
tion in psychotherapy. Inasmuch as it is impossible here to discuss 
within the space allotted all aspects of this vast human problem, atten- 
tion will be turned, in a subjective fashion, to the presentation of an out- 
line which sets forth the relevant clinical information needed by those 
who work with children in this area. Perhaps such an outline is suffi- 
cient in itself by virtue of the fact that successful treatment depends 
currently more on the clinician’s insightful use of the available tech- 
niques than upon any cookbook procedure. 


Basic Premises for Diagnosis and Therapy 


It is maintained here that the clinician’s first step is to gain and use 
knowledge about the culture within which the child lives. This includes 
a detailed awareness of (1) the characteristics and mores of children 
of this age in general, (2) of children of the same general age and socio- 
economic class as the child in question, and (3) of children who are his 
age and who are functioning in the particular school and community 
to which he belongs. The clinician’s training should have provided him 
with normative information and specific examples about the first two 
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attributes. For the third, he must gather his own data. These can be 
obtained in specific instances in the following ways.’ 

First, sociometric data for classroom groups are available in many 
modern schools. If not available, they can often be gathered without 
difficulty. Taken together with qualitative materials such as those 
provided by “Guess Who” material, they quickly yield leads as to how 
the child stands in his classroom, the types of persons accepting and 
rejecting him, and his status with children of the opposite sex. This is 
especially effective when the clinician has some acquaintance with the 
individual personalities in the room or class. In other words, an im- 
portant map of the child’s strong and weak points and general acceptance 
status, based upon his peer group, is provided. Kuhlen (19), Bronfen- 
brenner (2, 3), and Tuddenham (44) describe the many principles 
operative in gathering and handling sociometric and “Guess Who" data. 

Second, the school ordinarily provides information pertaining to aca- 
demic standing, adequacy of participation in extracurricular activities, 
and the like. It is necessary to know the breadth of a child’s activities 
and participation as well as the adequacy of them. Generally speaking, 
the personality mechanisms of the underachiever are different from those 
of the overachiever (17). The child who concentrates in one activity 
differs from the child who participates in “everything.” Intellectual 
competence, of course, plays an important role in school adjustment, 
although perhaps less so than is assumed by many teachers or psy- 
chologists. Where school information is lacking, more detailed testing, 
such as individual intelligence tests and diagnostic instruments for 
specific academic skills, should be administered. One fifteen-year-old 
youngster of the author's acquaintance, classed as mentally defective 
by a group test, was found to be deaf but of superior intelligence on a 
performance examination. A hearing aid, some special remedial read- 
ing teaching, and an emphasis on the development of shop skills pro- 
duced in one year’s time a boy who, although no academic wizard, could 
read at the fourth-grade level and who was self-supporting in a skilled 
trade. Such dramatically successful instances are of course few. 

Third, at a less standardized level comes personality evaluation of 
the child. Some school systems administer personality tests. These are 
usually of the pencil and paper variety. They are valuable when indi- 
vidual items are considered in much the same manner as interview data 
are useful. They may also be of value for group screening purposes. But 
their use, if the gross score is considered precisely predictive for the 
single case, even at best is limited. Considerable skepticism should 
therefore be exercised by the clinician when using such paper and pencil 
test data. As far as projective techniques are concerned, the average 
worker in the field is well versed in administration, scoring, and interpreta- 
tion. He is likely, however, to be less well versed in his knowledge of 


2 Discretion and the use of the scientific method are both pertinent to each of the 
avenues of data collection. 
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the normal range of response. Owing to naiveté in scientific method and 
the philosophy of science, the clinician may use these results with a 
confidence, and even dogmatism, quite unjustified by the available evi- 
dence (46-52). Clinicians continue to use projective techniques, how- 
ever, and it would seem that such use is justifiable, provided scientific 
caution is exercised. Their indiscriminate and profuse use, accordingly, 
is to be avoided. In general, the clinician may find it profitable to use a 
consistent battery until he has built up his own norms and has had an 
opportunity to study the usefulness to him of each of the tests. He 
can then reduce the battery to as small a number of instruments as he 
feels he can manage, if for no other reason than to conserve time and 
reduce the anxiety level of his clients. While the anxiety-inducing func- 
tion of projective test administration has not been adequately investi- 
gated, the guess is hazarded that the anxiety induction potential is high. 
Subjective impressions are that it is particularly high for children. In- 
deed, diligent administration of projective techniques carly in the thera- 
peutic course of events may prevent any useful relationship between 
the therapist and the child. Factors of “incomplete repression,” greater 
impulsivity, more immediate likelihood of punishment for children than 
for adults may well enter into this state of affairs. 

Fourth, often something needs to be known about the personalities 
of and the expectations held by the teachers. A person working within 
the framework of the schools ordinarily has this information, but the 
clinician in an independent agency does not. A casual reading of the 
“Case of Ben” (see p. 236) provides examples which illustrate the 
importance of such knowledge. The clinical worker, of course, needs 
to know how to work with and through teachers without being threaten- 
ing. 
*rifth, the family climate should be known, regardless of whether the 
worker is to deal closely and continuously with the parents. Some 
schools have files of basic developmental data concerning each child, 
including initial parent interviews and reports of continuing up-to-date 
contacts with the parents; others have none. Nevertheless, the clinician 
is personally required to make fairly intensive contacts with the parents. 
Upon occasion this can be done by a colleague. Here, skill in the use 
of the interview is a requisite. ji . 

Sixth, and most important of all, is knowing how the child looks at 
his problems, his world, and those facets of his life described above. 
How does he perceive his school and his ability to cope with it? How 
does he view his social group? What does he think of his teachers? 
From his viewpoint, are they failing him, or “doing right” by him? 
What is his thinking about his parents, his siblings, his less immediate 
relatives? The gaining of that picture and the correction of the child’s 
unrealistic and maladaptive responses to it are, of course, the essences 
of therapy. 

Finally, 
around wh 


the clinician should have a reasonably coherent framework 
ich to organize his hypotheses and plan of treatment. As has 
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been indicated earlier in this chapter and in Part I of this volume, the 
latitude in choice of framework is wide. Choice is probably best made 
in terms of the climate of the installation in which the clinician works, 
the nature of his training, and the persons with whom he communicates 
his findings.? 

The utilization of these avenues in the collection of information 
relative to the individual child and his problem, prior to diagnosis and 
treatment, may seem unreasonable to some. Yet the principles support- 
ing this manifold approach are endorsed in practice by a majority of 
workers in the field. The viewpoint underlying this careful study of the 
child is in general similar to that held by those subscribing to the com- 
mon-sense psychiatry as developed by the late Adolf Meyer (23) and 
as currently illustrated by Leo Kanner (15). Dissenters from this view 
may be exemplified by Rogers (30, 31), whose statements here deserve 
careful attention. Rogers believes that the collection of voluminous, 
diagnostic, and "steering" types of information casts the clinician in the 
role of a “problem solver’—the one who, for the client, knows all 
the answers. Certainly where the collection of such material leads the 
clinical worker to disregard the problem as well as the child’s view of 
the situation, such data gathering is to be decried. The present writer, 
however, looks upon such a collection of data as the basic step in the 
protoscientific method. As such it is the best approximation to a clinical 
problem which can be reached by the modern clinical worker handi- 
capped as he is by the lack of definitive information and well-established, 
empirically derived relationships. Generally, speaking, then, the clini- 
cian is occupied at all age levels with complex and involved problems. 
His work must in large part rely upon “best guesses.” In the absence 
of reliable knowledge, he must fortify himself with all the information 
he can possibly garner relative to the unique child with a problem.* 
As Sullivan (43) would have said, such information helps the clinician 
and his patient mutually to reach full communication and consensual 
validation. 


Summary 


Summarily, the purpose here has been to set forth in detail ap- 
propriate to the space allotted the service pressures exerted upon the 
specialist in the child behavior clinic who functions professionally in 


3 All too often case histories and the recommendations that flow from available 
raw data are so prepared that any hypotheses and attendant tests thereof are either 
not rpa or are vaguely stated. The result is that different readers interpret 
variously in line with their own frames of reference. 

4 The collection of data, the eventual clinical grasp of the child and his problem 
as idiographic in nature, diagnostic formulation, and therapy make for a continuity 
in approach which differs greatly from the traditional emphasis once placed upon 
categorization. By virtue of this volume’s plan, the aforementioned sequence is con- 
tinued by Dr. Bijou in Chapter 23, where the interaction between diagnosis and 
treatment is set forth. The student may wish to consider these two chapters as 
a unit.—The editors. 
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terms of: (1) the current limitations in man's accurate knowledge of 
children's problems; (2) his training and chosen reference frame; (3) 
“best guesses” formulated from the collection and study of all available 
data; and (4) his accumulated knowledge consequent to years of prac- 
tical experience. Those problems having high incidence in referrals to 
the clinician have been described and, in turn, related to the aforemen- 
tioned four highly significant determinants of clinical function. Those 
problems characteristically found in early infancy and childhood (from 
birth to two years of age), in the age span from two to six years, and dur- 
ing the school and adolescent years have been indicated. The basic 
premises for diagnosis and therapy, as a unitary function performed by 
the clinical psychologist, are noted. The ever-present need for greater re- 
finement and extension in our knowledge of child problems, both at the 
experimental and applied levels, can best be satsfied by recourse to the 
rigors of the scientific method. 


REFERENCES 


1. Bros, P. The adolescent personality: A study of individual behavior for the 
Commission on Secondary School Curriculum. New York: Appleton-Cen- 


tury-Crofts, Inc., 1941. 
2. BRONFENBRENNER, U. A constant frame of reference for sociometric research, 


I. Sociometry, 1943, 6, 363-396. 

3. BRONFENBRENNER, U. A constant frame of reference for sociometric research, 
II. Sociometry, 1944, 7, 40-75. 

4. Brown, J. S. Learnable drives. Unpublished paper presented at University of 
Nebraska. Symposium on Current Research and Theory in Motivation, 
1953. 

5. BUHLER, CHARLOTTE, SMITTER, FAITH, and Rıcmarpson, Syst. Childhood 
problems and the teacher. New York: Henry Holt & Co., Inc., 1952. 

6. Carvin, A. D., and Hortzman, W. H. Adjustment and the discrepancy be- 
tween self concept and inferred self. J. consult. Psychol., 1953, 17, 39-44. 

7. Cass, Lorerra K. An investigation of parent-child relationships in terms of 
awareness, identification, projection, and control. Amer. J. Orthopsychiat., 
1952, 22, 305-313. 

8. Cass, LonerrA K. Parent-child relationships and delinquency. J. abnorm. soc. 


Psychol., 1952, 47, 101-104. ; 
9. Farcre, M. L. Infant care. Washington, D.C.: Federal Security Agency, 


Children's Bureau Publ. No. 8, 1951. ; 
10. Farcre, M. L., and CHANDLER, Caroune A. Your child from one to six. 


Washington, D.C.: Federal Security Agency, Children's Bureau Publ. No. 


30, 1945. 
ll. Fazcre, M. L., and CHANDLER, 
Washington, D.C.: Federal Security Agency, 


324, 1949. : 
12. Gorprans, W. Effects of early institutional care on adolescent personality: 


Rorschach data. Amer. J. Orthopsychiat., 1944, 14, 441-447. s 
13. Honzik, Marjor. A developmental study of thumb sucking. Unpublished 
manuscript, Institute of Child Welfare, University of California. ; 
14. Kanner, L. Behavior disorders in childhood. In Hunt, J. McV. (Editor), 
Personality and the behavior disorders. Vol. II. New York: The Ronald 


Press Co., 1944. 


CanornmE A. Your child from six to twelve, 
Children’s Bureau Publ. No. 


242 
15. 
16. 
17. 
18. 
19. 
20. 


21, 
22 


23. 
24. 
25; 


26. 
27. 


28. 
29. 
30. 


31. 
32. 


33. 


Ehe 
35. 
36. 
37; 
38. 
39. 
40. 
al, 


AN INTRODUCTION TO CLINICAL PSYCHOLOGY [8 


Kanner, L. Child psychiatry. Springfield, Ill.: Charles C Thomas, Publisher, 
1950. 

Kanner, L. Problems of nosology and psychodynamics of early infantile autism. 
Amer. J. Orthopsychiat., 1949, 19, 416-426. 

Kimpatt, BARBARA. The Sentence Completion Technique in a study of scho- 
lastic underachievement. J. consult. Psychol., 1952, 16, 353-358. 

Korner, ANNELIESE F. Some aspects of hostility in young children. New 
York: Grune & Stratton, Inc., 1949. 

Kunten, R. G. The psychology of adolescent development. New York: 
Harper & Bros., 1952. 

Levy, L., and McCawprzss, B. Expectancy of punishment as a function of 
type of differentiation in original learning. J. abnorm. soc. Psychol., 1952, 
41, 520-525. 

Levy, Ruru J. Effects of institutional care vs. boarding home care on a group 
of infants. J. Personality, 1947, 15, 233-241. 

McCanptzss, B., and Rosensium, S. Psychological theory as a determiner of 
Seri pattern in child study. Rev. educ. Res., 1952, 22, chap. vi, 
496-525. 

Meyer, A. The collected papers of Adolf Meyer. (General editor, Eunice E. 
Winters.) Baltimore: Johns Hopkins University Press, 1950-1952, 

Miter, H., and Baruc, Dororny W. A study of allergic children, Amer. J. 
Orthopsychiat., 1950, 20, 506-519. 

Nemon, Patricia. Shirley’s babies after fifteen years: A personality study. 
J. genet. Psychol., 1948, 73, 175-186. 

Onrawsky, H. Infant care and personality. Psychol. Bull., 1949, 46, 1-48. 

Rept, F., and Weman, D. Children who hate: The disorganization and 
breakdown of behavior control. Glencoe, Ill.: Free Press, 1951. 

Rept, F., and Wineman, D. Controls from within; techniques for the treat- 
ment of the aggressive child. Glencoe, Ill.: Free Press, 1953. 

Rissre, Marcaretua A. The rights of infants. New York: Columbia Uni- 
versity Press, 1943. 

Rocrrs, C. R. Counseling and psychotherapy. Boston: Houghton Mifflin 
Co., 1942. 

Rocers, C. R. Client-centered therapy. Boston: Houghton Mifflin Co., 1951. 

Sanrorp, F. H. Annual report of the Executive Secretary. Amer. Psychologist, 
1952, 11, 686-696. 

ScuorPPE, ArtEEN, Haccarp, E. A., and HavicHumsr, R. J. Some factors 
affecting sixteen year olds' success in five developmental tasks. J. abnorm. 
soc. Psychol., 1953, 48, 42-52. 

Sears, R. R., and Wise, G. W. Relation of cup feeding to thumbsucking and 
the oral drive. Amer. J. Orthopsychiat., 1950, 20, 123-138. 

Suirtey, Mary M. The first two years; A study of twenty-five babies. Vols. 
I, II, III. Minneapolis: University of Minnesota Press, 1931-1933. 

Sravso, S. R. An introduction to group therapy. New York: Common- 
wealth Fund, 1945. 

Storxiy, J. S. Social Psychiatry of a Menomini community. J. abnorm. soc. 
Psychol., 1953, 48, 10-16. 

Spence, K. W., and Farser, I. E. Complex learning and conditioning as a 
function of anxiety. J. exp. Psychol., 1953, 45, 120-125. 

Sprrz, R. A. Hospitalism: An inquiry into the genesis of psychiatric conditions 
in early childhood. Psychoanal. Stud. Child, 1945, 1, 53-74. 

Sprrz, R. A. The psychogenic diesases of infancy. Psychoanal. Stud. Child, 
1951, 6, 255-275. 

Spock, B. M. The pocket book of baby and child care. New York: Pocket 
Books, Inc., 1950. 


CHILDHOOD AND ADOLESCENCE 243 


. Srorz, H. R., and Srorz, Lors. Somatic development of adolescent boys; A 


study of the growth of boys during the second decade of life. New York: 
The Macmillan Co., 1951. 


. Surxivaw, H. S. Conceptions of modern psychiatry. Washington, D.C.: Wil- 


liam Alanson White Psychiatric Foundation, 1947. 


. Tuppenmam, R. D. Studies in reputation: I. Sex and grade differences in 


school children’s evaluations of their peers. II, The diagnosis of social ad- 
justment. Psychol. Monogr., 1952, 66, No. 1. 


. Vincent, C. E. Trends in infant care ideas. Child Develpm., 1951, 22, 199- 


210. 


. WirrrENBORN, J. R. Level of mental health as a factor in the implications of 


Rorschach scores. J. consult. Psychol., 1950, 14, 469-472. 


. WITTENBORN, J. R. A factor analysis of Rorschach scoring categories. J. con- 


sult. Psychol., 1940, 14, 261-267. 


. WITTENBORN, J. R. The implications of certain assumptions involved in the 


use of the Thematic Apperception Test. J. consult. Psychol., 1950, 14, 
216-225. 


. WirrENBORN,J. R. Statistical tests of certain Rorschach assumptions: Analyses 


of discrete responses. J. consult. Psychol., 1949, 13, 257-267. 

WITTENBORN, J. R. Statistical tests of certain Rorschach assumptions: The 
interval consistency of scoring categories. J. consult. Psychol, 1950, 14, 
1-19. 


. WirrENBORN, J. R., and Eron, L. D. An application of drive theory to TAT 


responses. J. consult. Psychol., 1951, 15, 45-50. 
Wirrensorn, J. R, and Horzperc, J. D. The Rorschach and descriptive 


diagnosis. J. consult. Psychol., 1951, 15, 460-463. 


Chapter 9 
MENTAL AND EDUCATIONAL RETARDATION 


By Warrer L. Wurms, Px.D. 


Oura MENTALITY must inevitably result from normal genetical 
variation and the genes carried by the fertile scholastically retarded may 
be just as valuable to the human race, in the long run, as those carried 
by people of high intellectual capacity” (55, p. 240). Since most 
biologists and other scientists now accept as inevitable the existence of 
a substantial number of mentally deficient persons, the psychological 
study of the potentialities and the deficiencies of persons so afflicted 
becomes even more compelling than it was when nineteenth century 
theorists in eugenics had some ambitions of eliminating the socially less 
efficient members of society by selective breeding. Society has always 
had the problem of the person who could not manage his own affairs 
with ordinary prudence. Itis now thought that the pressures of modern 
industrial society make the adjustment problems of these persons some- 
what more difficult, and therefore the careful study of their behavior 
becomes more necessary to permit planning that may effectively maxi- 
mize the probability of their getting along in life, and leading reason- 
ably happy as well as useful existences. 

The emphasis on the study of the deviate in intelligence has come 
from many sources. Dynamic psychiatry certainly has fostered in this 
century attitudes which emphasize regarding patients as individual per- 
sons with real problems and deserving of real professional respect. The 
late nineteenth century and early twentieth century psychiatric em- 
phasis upon better systems of classification of deviates called attention 
to many differential aspects of mental deficiency which had been ig- 
nored previously. But probably the most important scientific advance 
which focused attention on problems of the mentally deficient was the 
extensive introduction of psychometric tests. One of the primary pur- 
poses of Binet's original scale was the identification of children who 
could not profit sufficiently from the ordinary classroom routines, and 
the tremendously wide use of psychometric scales in the last 45 or 50 
years can be at least partially attributed to the practical information 
which can be obtained from intelligence tests concerning the relative 
development of intellectual functions in those who are retarded. 
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Early studies were somewhat alarming in their emphasis upon the 
incidence of mental deficiency and upon the presumed fact that this 
was heritable in a manner originally presumed to follow some Mendelian 
ratio of a simple sort (66). Although there are more retarded persons 
in institutions than a half-century ago, no one believes there is any 
greater proportion of retarded persons in the populations of Western 
Europe or America. Most demographers and psychologists believe that 
apparent increases are due to better registration following identification 
through psychological tests, to the fact that a greater proportion of 
children are enrolled in school where their inability to compete can be 
more easily identified, and to the pressures of industrial life which may 
call for a wider variety of intelligent responses than did a more predomi- 
nantly rural existence. Even the attitudes toward sterilization of mental 
defectives which attained some popularity at an earlier stage of quasi- 
scientific thinking about the mentally deficient have changed, and it 
would be quite difficult to find biologists acquainted with the current 
literature on this subject who would defend some of the notions which 
can be found in the social welfare literature of 40 or 50 years ago. 


Definition and Classification 


Definition is difficult because developmentally retarded individuals 
do not constitute a homogeneous group any more than do certain other 
atypical groups identified by a single name, such as those described in 
Chapter 12. A medical point of view is that "feeblemindedness is not a 
homogeneous state; it is nota clinical entity like typhoid fever. It is only 
a clinical symptom of some constitutional disturbance, and its treatment 
will therefore vary with the nature of the underlying constitutional 
disturbance” (49). 

The most recent authoritative definitions are those published in 1952 
by the Committee on Nomenclature and Statistics of the American 
Psychiatric Association. This committee says of mental deficiency with- 


out any specific brain involvement: 


Here will be classified those cases presenting primarily a defect of 
intelligence existing since birth, without demonstrated organic brain 
disease or known prenatal cause. This group will include only those 
cases formerly known as familial or "idiopathic" mental deficiencies. 
The degree of intelligence defect will be specified as mild, moderate, 
or severe, and the current I.Q. rating with the name of the test used, 
will be added to the diagnosis. In general, mild refers to functional 
(vocational) impairment, as would be expected with LQ"'s of approxi- 
mately 70 to 85; moderate is used for functional impairment requir- 
ing special training and guidance, such as would be expected of LO/s 
of about 50-70; severe refers to the functional impairment requiring 
custodial or complete protective care, as would be expected with 1.Q.’s 
below 50. The degree of defect is estimated from other factors than 
merely psychological test scores, namely, consideration of cultural, 


246 AN INTRODUCTION TO CLINICAL PSYCHOLOGY [9 


physical and emotional determinants, as well as school, vocational and 
social effectiveness. (2, pp. 23-24) + 


One should note several things concerning this definition. Perhaps the 
most interesting is the fact that the gradations of mental deficiency 
described in most psychology books prior to 1952, namely, idiot, imbecile 
and moron, are deliberately omitted; this committee, with its great in- 
fluence on the nomenclature used in all hospitals in the country, desires 
to do away with these terms as they have been used in the literature.* 

For comparative purposes, however, it might be interesting for the 
student to know what the denotations of these particular terms have 
been. According to the British Mental Deficiency Act of 1913 an idiot 
was defined as a person so deeply defective in mind from birth or from 
an early age as to be unable to guard himself against common physical 
dangers. "Traditionally this has meant, in terms of the maturation of 
functions as indicated by intelligence tests or other comparative methods, 
that a person classified as an idiot attained a mental development not 
exceeding that of the normal child of about two years of age by the time 
the maturation of intellectual functions had ceased for him. An imbe- 
cile, according to that act, was defined as a person who, although superior 
to the previously defined idiot, was unable to manage himself or his 
affairs with ordinary prudence or was incapable of being taught to do so. 
In terms of mental age this level of social competence was equated with 
a level probably not exceeding the development of a normal child of 
about seven years. In the British act the term “feebleminded” included 
persons (ordinarily called morons in the United States) who were su- 
perior to the imbecile level but appeared to be permanently incapable 
of benefiting from ordinary school instruction, required supervision and 
care and some control for their own protection or for the protection of 
others, and were able to compete economically with their fellows only 
under optimal conditions. In terms of mental age this meant a level 
not superior to that of the normal child of about 12 years. The rough 
intelligence quotient approximations of these definitions would place 
idiots up to 20 I.O., imbeciles up to 40 or perhaps slightly higher, and 
morons from 40 to 65 or 70 (10). 

Noteworthy in these British definitions of the various levels of mental 
deficiency is the emphasis upon social and economic criteria, and found 
throughout the literature are phrases such as “managing one's affairs with 
prudence,” or “competing with one's fellows economically.” Widely 
accepted at the present time are these social criteria of mental deficiency. 
The inability to acquire normal habits, to learn at school, to conform 
to the ordinary rules of conduct in the neighborhood, to understand 


1 Reprinted with permission granted by the Committee on Nomenclature and 
Statistics of the American Psychiatric Association. 

2 Terms which confuse scientists using other languages or which stigmatize any 
of the handicapped should be avoided by psychologists. Such terms as mental de- 
fective, feebleminded, moron, imbecile, idiot, and amentia should be discarded. 
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some of the economic and civic aspects of the world around one, to hold 
a job, to abide by the ordinary laws—these are the things which must be 
present, according to Doll (19), before a diagnosis of mental deficiency 
is made. Subsidiary to this is the criterion of intelligence as obtained 
from standard clinical interviews by the administration of individual 
intelligence tests. When one uses an intelligence quotient as a criterion 
of feeblemindedness, this quotient is the result of the administration of 
some test. No one today seriously suggests that an arbitrary level of 
1.Q. 70 distinguishes between the feebleminded and the normal person. 
There have been too many follow-up studies of children who achieved 
test results below this level at school age but in later life proved them- 
selves to be economically and socially adequate (13). 

In recent years there has been much criticism of the use of intelligence 
tests, and especially of the I.Q. derived from such tests, in the identifi- 
cation of mental deficiency, generally, because of the possibility of sub- 
stantial error (21, 24). But as Penrose (55) points out, mental 
deficiency is a problem not only of social ineptitude but also of scholastic 
inefficiency. Psychologists, physicians, and administrators of schools 
continue to depend upon intelligence tests for guidance in the clinical 
and administrative judgments which must be made in individual cases. 
An I.Q. is a poor basis for prognosis of social adjustment, but the I.O. or 
some equivalent is useful in the prediction of how well certain aspects 
of the common school subjects can be mastered (14). It is unrealistic 
to throw out the I.O. and the clinical use of intelligence tests with it, 
if the use of the quotient and of the clinical insights which can be ob- 
tained from intelligence tests can be protected from uncritical use or 
from plain misinterpretation of test results. 4 

The most cogent statement of the social definition of mental de- 


ficiency is that of Doll (20): 


Mental deficiency is a state of social incompetence obtaining at 
maturity, or likely to obtain at maturity, resulting from developmental 
arrest of intelligence because of constitutional (hereditary or acquired ) 
origin; the condition is essentially incurable through treatment and 
unremediable through training except as treatment and training instill 
habits which superficially compensate for the limitations of the per- 
sons so affected, while under favorable circumstances and for more or 


less limited periods of time. 


In this definition the notion of social incompetence relates to the 
inability to manage one’s affairs with ordinary prudence, to hold a job, 
and to discharge responsibilities of citizenship. The developmental arrest 
referred to is the retardation attributable to a mental deficiency and not 
the result of any deteriorative processes which might obtain from a 
major mental illness or brain condition which might bring about a loss 
of intellectual functions. The definition also involves a prediction that 
the social incompetence will continue through adult status. Critics of 
the social criterion of feeblemindedness (14, 37, 51), have pointed out 
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that failure in personal living, in being a good neighbor, and in holding 
a job are not in themselves signs of defective intellect, that many other 
aspects of human personality besides intellectual ones are involved in 
adjustment in these areas, and that failure in these crucial aspects of 
living can be a function of a large number of variables only one of which 
may be a mental subnormality. After all, it is possible to have failures 
in learning and in adjustment and in insight and in ability to hold a 
job, and yet to comply with social norms at various different levels of 
intelligence. 

Jastak (37) believes that the social criterion of feeblemindedness 
confuses symptoms with causes. He says that “the social criterion ig- 
nores the vital principle of polygenicity of identical effects." The ques- 
tion of what causes the mental deficiency is an important one because 
the predictions based upon observation and tests must take this into 
consideration. The committee on nomenclature previously referred to 
has defined a basic syndrome different from mental deficiency caused 
by or associated with impairment of brain tissue function, nearly all 
aspects of which can be assessed to some degree by psychological tech- 
niques. This syndrome consists of impairment of orientation, of memory, 
of judgment, and of other intellectual functions such as comprehension, 
knowledge, learning, calculation, and in addition to such impairment a 
lability and shallowness of affect. 

The various clinical varieties of mental deficiency attributable to 
acute or chronic brain syndrome as defined by the committee on nomen- 
clature are discussed by Tredgold (66). When there is demonstrable 
brain damage or malfunction the condition is referred to as exogenous; 
where there is not, as endogenous. Strauss (62, 63) made the distinction 
in the following words: 


Endogenous: “Any mental defective in whose immediate family 
(grandparents, parents, or siblings) there occur one or more cases of 
mental defect and in whose case history there is no evidence of brain 
disease or injury.” Exogenous: “Any mental defective in whose im- 
mediate family there is no history of mental deficiency and whose 
case history indicates a prenatal, natal, or postnatal disease or injury 
which appears to have damaged the brain. There should be a strong 
probability that this brain defect is the cause of his mental retarda- 
tion.” 


Excluded from both classifications are all types of mental deficiencies 
attributable to endocrine disturbances, syphilitic processes, or organic 
hereditary nervous diseases. The endogenous variety of mental de- 
ficiency is the type so persuasively described by Sarason (58) as garden 
variety mental deficiency, or is roughly equivalent to Tredgold’s (66) 
primary amentia, or to Lewis’s subcultural variety (47). Endogenous 
mentally deficient persons are presumably found in the general popula- 
tion in proportions suggested by the normal frequency distribution (see 
Chapter 5). 


i 
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On the assumption that intelligence as assessed by the tests follows 
fairly accurately a normal distribution within the population, especially 
the school population, it is generally concluded that the endogenous 
mentally retarded segment of the population includes something be- 
tween 2 and 3 per cent (10). From an unselected school population, 
this would include children with I.O.'s of approximately 73 or less; about 
5 per cent of unselected school children have an LO. of 78 or less. So 
far as the school is concerned, the child with an I.O. of 75 or so will have 
a great deal of difficulty attaining any real level of literacy. 

Recent research by Benda (5) has suggested that with persons achiev- 
ing I.Q.’s below 55 we are probably dealing with qualitatively or struc- 
turally different patterns of mentality which cannot be compared with 
normal patterns by quantitative measures. He suggests that I.Q.’s below 
50 are meaningless, not because of poor construction of the tests but 
because the contents of such tests are not appropriate for the psycho- 
metric appraisal of persons whose mental disturbance is such that they 
would be classified as severely retarded or would have at one time been 
classified as idiots or imbeciles. He attacks the notion that the idiot or 
imbecile is a perfectly normal person with whom nothing is wrong except 
that his mental development did not advance beyond a certain age level. 


Among the negative variations of human intelligence of the group 
having 1,0.’s of between 55 and 70, about two per cent are expected 
variations in a biologically homogeneous group. Actually the number 
of persons testing below 70 is much greater, at least twice the expected 
frequency. We may therefore conclude that the additional two to 
three per cent have been added to the inadequate population by patho- 
logical factors (5, p. 14). 


On the basis of 250 postmortem examinations Benda believes that 
persons classified as idiots or imbeciles suffer from any of the following 
conditions: a prenatal developmental disorder, a paranatal disorder, a 
postnatal or infectious traumatic disorder, a metabolic disorder, or a 
schizophrenic psychosis. He claims there is no patient with severe 
mental inadequacy who cannot be classified as suffering from sympto- 
matic psychosis, or organic brain syndrome. The prenatal disorders 
bringing about severe mental deficiency include malformations and 
anomalies due to infection of the mother (such as mumps or rubella), 
the Rh factor, endocrine deficiency, and genetic disorders. The unpre- 
dictable and even quasi-psychotic behavior of the severely retarded 
individual is sometimes similar to that observed in schizophrenic adults. 
For children above this range, Benda feels that the notion of the normal 
distribution of intelligence may be quite valid, and he gives as a rule of 
thumb for predicting the incidence of the endogenous the generalization 
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within this range no specific genetic anomalies need be postulated. 
Whenever the I.Q. falls considerably below this range specific factors 
have to be stipulated which are responsible for a defect. (5, pp. 22-23) 


Children testing at a severe level of deficiency are found about as 
frequently in families of good or high intellectual ability as in families 
of low intellectual ability, but mild or moderately deficient children seem 
to be found somewhat more frequently in families of low intellectual, 
educational, and socioeconomic ieveis. 

As one way out of this difficulty in definitions, Kanner has suggested 
a pragmatic grouping of mentally deficient into absolute, relative, and 
apparent feeblemindedness (42). The absolutely feebleminded are 
those who are so markedly deficient in cognitive, affective, and construc- 
tively conative potentialities that they would be defective in any civiliza- 
tion. These are the irreversibly mentally deficient who are probably 
equivalent to Benda’s developmental anomaly group. The relatively 
feebleminded are those whose limitations are related to the standards 
of the particular culture which surrounds them. If they were in less 
complex, less urbanized, less intellectually centered societies, they would 
have less trouble in attaining and retaining some self-sufficiency. ‘They 
have difficulty in complying with the intellectual requirements of society, 
but their deficiency is partially ethnologically determined, as they are 
subcultural in our society. A common problem for the psychologist in 
recruit training centers for the armed forces is the recruit who comes 
to the center from an area where opportunities for formal schooling are 
inadequate and where book learning is held in low esteem. Very often, 
such a person reveals on testing what appears to be a very low level of 
general mental development. The immediate practical problem for the 
uniformed psychologist relates to the efficiency of the man in the service. 
Just how much “test intelligence” is necessary for adjustment to the 
demands of a more and more technical Army, Air Force, and Navy lias 
not been determined, or, at least, has not been reported. ‘There is very 
probably a limit on how many borderline and highgrade mentally de- 
ficient persons there should be in the armed forces. 

Some children who seem to be patently feebleminded by a psycho- 
metric criterion do not turn out to be so by social criteria. These 
individuals are referred to in Kanner’s terminology as “apparently” 
feebleminded. They are the cases on which the psychologist is most 
likely to err in assessing functioning level, according to Doll (22, 23), 
Arthur (3), and others (7, 30). Arthur lists among those who should 
be classified as pseudo-feebleminded, individuals with very specific dis- 
abilities which appear to function as a general disability when conven- 
tionally assessed; those who have speech delayed beyond normal limits 
but who develop nonverbal abilities adequately and who consequently 
are penalized on linguistically weighted tests; individuals with early 
severe illness that delayed, but only delayed, intellectual development; 
those with brain injuries at birth or perhaps later that seriously affected 
some aspects of intellectual activity but left others intact; and those 
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with sensory or other physical handicaps that interfere with the mastery 
of the tools of learning and consequently penalize them on intelligence 
tests. Obviously any child with visual difficulty, with impairment of 
hearing, with specific disabilities in word comprehension or in writing, 
or in dealing with numbers; any child with a persistent negativism or 
emotional blocking; any child with frequent, barely discernible petit mal 
attacks might be diagnosed as mentally deficient if intelligence tests are 
used in a routine fashion only. 

‘A recent classification of exogenous mental retardation (18) distin- 
guishes four main etiological factors: infection, trauma, toxic agents, 
and endocrine dysfunction. The first of these, infection, may operate 
prenatally through congenital syphilis, which may be accompanied by 
brain damage in the fetus; through rubella in the mother during the first 
three months of pregnancy, which has been found concomitant with 
considerable damage to the fetal brain; or through a toxoplasmosis, a 
rare infection transmitted through the mother. Postnatally, such an 
infection as encephalitis in infancy or childhood seems to be an im- 
portant factor in the histories of more than 10 per cent of institution- 
alized defectives, It appears that the earlier in life the child suffers from 
the disease, the more severe the retardation will be. 

Trauma may occur at birth or after, serious enough to produce brain 
damage by asphyxia or hemorrhage, although the widely held assumption 
that a child may be mentally deficient from a blow on the head or a fall 
is not corroborated in the scientific literature (66). Toxic agents instru- 
mental in bringing about serious retardation include irradiation, as 
illustrated by the deficiency shown by children whose mothers had had 
considerable deep abdominal x-ray therapy while pregnant, and by a 
blood incompatibility such as that called the Rh factor, which accounts 
for less than one per cent of serious deficiencies. Of more common 
occurrence is mongolism, a type of defect typifying 5 to 10 per cent of 
institutionalized defectives. The physical features of mongolism are 
such that experienced clinicians can identify cases through superficial 
inspection. Stature is short, the head is small and flat at the back, eye- 
folds are almond-shaped and slanting, the face is flat with a short, de- 
pressed nose, the tongue is large and fissured, and there are other features 
of fingers, palms, and feet which are typical. Mongoloids generally test 
in the LO. 40 range, although some test as low as 1.Q. 15 and some in 


the low 50's. Etiological factors are not well understood, although the 


age of the mother is certainly related to incidence of the condition, and 


Tredgold feels that there is a defect of the germ cell present before 
fertilization (66). / 
The fourth contributor to exogenous mental retardation, endocrine 
dysfunction, is manifest in dysfunction of the pituitary, as in Fróhlich's 
syndrome, and some even rarer disorders, but more classically in cre- 
tinism, which results from impaired function of the thyroid—or at least 
responds to thyroid therapy, which can alter the deficiency of stature if 
initiated early enough and can sometimes ameliorate the mental condi- 
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tion which otherwise would involve serious retardation. Other rarer 
types of mental defect are discussed and illustrated in Tredgold (66) 
and Benda (5). T VA 

Identification of organic factors in mental retardation is primarily 
a medical concern, even though most of the features of the basic 
syndrome (2) are to some extent assessable through psychological 
techniques. Behavior seriously affected by organic brain disorder is 
measurable by the psychologist, but it is certainly not easy to distinguish 
the significance of possible etiological factors. Reactions of patients to 
an acute or a chronic brain disorder are not necessarily correlated with 
the severity of the brain condition, for personality patterns, familial 
tensions, emotional conflict, and the immediate demands of the situa- 
tion may also affect behavior. It is more likely that mental retardation 
will be associated with chronic rather than with acute organic disorder, 
as a chronic disorder involves irreversibility of the organic process af- 
fecting behavior. 


Psychological Assessment Through Tests 


The assessment of the individual must in every case include coverage 
of a number of aspects of development: medical examination to de- 
termine cause of retardation, if such can be determined, to assess the 
exact nature and extent of sensory and other disabilities, and to deter- 
mine the need for medical treatment; psychometric assessment to 
determine the general level of maturation and specific abilities and 
disabilities; study of personality factors to determine needs as well as 
assets for therapy; study of social maturation, peer adjustment, and 
possible social factors im eventual job adjustment; and educational 
evaluation to determine degree of general retardation and specific dis- 
abilities to be overcome through remedial work. 


General Ability. For the assessment of the general mental develop- 
ment of the individual, the standard batteries—the Stanford-Binet and 
the Wechsler Children's and Adult Scales—provide a most important 
part of the testing, although they have some notable weaknesses (44), 
and experienced clinicians supplement them with various other devices. 
"The information which can be obtained from a Stanford-Binet or WISC 
is not limited to a mental age. Even though the profile of abilities 
tapped by the WISC has not yet been demonstrated to be unique for 
deficient children nor differentially diagnostic, there is a possibility of 
some profile of test scores being typical of different types of deficiency, 
as suggested by the work of Cassel and Danenhower (11), who showed 
that the endogenous mentally deficient were more homogeneous with 
respect to variability in different measurable aspects of intelligence when 
compared with the exogenous mentally deficient on the Thurstone 
Primary Mental Abilities tests. 

Mentally retarded children and young people are not equally deficient 
in all directions. Many of them can learn to work with concrete mate- 
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rials and objects better than they can learn to handle abstract ideas or 
symbolic aspects of thinking. In general they can be expected to learn 
of symbolic materials about as much as their mental age may suggest, 
but many can do somewhat better than this, and many are poorer than 
this level suggests. They seem to do appreciably better on subtests 
which call for responses depending on extended educational or life 
experience. Cruickshank and Qualtere (15) point out that they do 
relatively better on such tests than on power tests because of a greater 
exposure over a longer life span to the information called for in the 
items, but do relatively less well on power tests because of lack of ability 
to reason verbally, to single out significant aspects of situations, and to 
draw generalizations. The range of subtests attempted, the patterns of 
successes and failures, and the language used spontaneously will generally 
differ from that of children of the same mental age but with higher 
1.Q.’s. There is a lack of autocritical ability in the mentally retarded— 
for instance, in testing, they do not say “don’t know” to items they are 
uninformed about, as do brighter children. They frequently give an 
answer, even if inappropriate, in order to maintain status in their own 
eyes (6). For these reasons, the interpretation of intelligence tests, even 
of such relatively simple ones as the draw-a-man test, must be made on 
the basis of considerable experience with the retarded (31). 


Special Skills, For the retarded child the abilities, apart from those ` 
measured by battery or specific tests of intelligence, of most significance, 
because of their crucial place as tools for further learning, are speech 
and reading. Because three out of four institutionalized mentally de- 
ficient persons are also defective in speech development, it is sometimes 
assumed that severe speech disorder is almost diagnostic of intellectual 
retardation, Yet the two need not go together (29). A child who is 
extremely slow in developing recognizable speech and whose present 
speech abilities make him difficult to test will be initially suspected by 
the psychologist of being generally handicapped in most intellectual 
functions, And it is even possible for a child of average intelligence who 
has a severe deficiency in speech to appear mentally deficient (28). 
Because of this fact, the help of a speech pathologist or a psychologist 
with special training in the area of speech rehabilitation is now con- 
sidered important for both the diagnosis of the specific problems of the 
deficient child with speech handicaps and for the actual therapeutic 
management. The psychologist not working closely with a speech 
pathologist will, in testing speech handicapped subjects, make extensive 
use of the clinical instruments not demanding verbal responses on which 
the subject will be inadequate. Not only performance tests but those 
to which the subject can respond by just indicating a choice, such as the 
Ammons Wide-Range Vocabulary Test, are useful. ; 

In the feld of reading Kirk and Johnson (45) have reviewed the 
successful efforts of various workers to demonstrate that persons of 
considerably retarded general mental development can be taught to read 
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with surprisingly good results. The best rough guide to what level of 
reading ability to expect from a retarded child is his mental age, for the 
I.Q. does not indicate reading expectancy. In general, children of life 
age seven to nine with mental ages four to six will not have begun to 
read, but should be engaged in an intensive reading readiness program. 
Children ages nine to eleven with mental ages six to seven should begin 
work with preprimers, primers, and simple books. When mental ages 
of seven to eight and one-half are reached, the child should be reading 
primary school books and developing word recognition methods. If the 
child reaches levels above these in mental age he can be taught to read 
third grade to fifth grade books and to use the usual reference works 
which everyone needs to use, like the telephone directory, the news- 
papers, road maps, and such (45). A number of studies have shown 
how retarded children can be helped in quite specific areas of reading 
ability (35). On the assumption that specific training for children 
deficient in associational ability would eventuate in improvement in 
reading ability, French (27) worked with children at Vineland and all 
of the boys reported on in his study made greater progress in reading 
than children of average intelligence are expected to. 


Personality Factors. For the assessment of personality factors in 
mental deficiency, the routine inventories of the pencil and paper variety 
are even less useful than they are with the physically handicapped (see 
Chapter 12). Not only are norms on the mentally deficient not avail- 
able for these tests, but also marginal or lower levels of intelligence and 
literacy make the interpretation which the subject may put on individual 
questions of the inventory unpredictable and without validity. For the 
very reasons which make group intelligence tests of most doubtful 
validity at the levels of high-grade deficiency and borderline levels, 
namely poor discriminative power of the tests and inadequate under- 
standing of the directions and of the items, the pencil-and-paper person- 
ality inventory is rendered almost without value. 

For these reasons there has been considerable recent research on 
projective methods of assessing personal and emotional factors in the 
dynamics of mental deficiency (26, 32, 39, 40, 60). The TAT (58, 59), 
the Mosaic (52), and sorting tests (61) have been useful in assessing 
assets and liabilities, especially in motivation. The Rorschach has shown 
some validity in distinguishing brain-injured from familial cases (68). 
Jolles's (40) extensive study of 66 cases suggested that severe emotional 
disturbance may be typical of mental deficiency. His analyses of 
Rorschach protocols showed many cases with anxiety reactions, some 
with very definite schizoid trends, many who presented mixed symptoms 
of feelings of inferiority, depression, and compulsions. So ubiquitous 
were the symptoms that Jolles came to the conclusion that there may 
be a larger number of persons of normal intelligence functioning as 
mental deficients than clinicians have believed. It is possible for emo- 
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tional distortions to be severe enough to mask themselves as mental 
deficiency (60). Jolles (40) also entertains the hypothesis that a 
“low 1.0. is only a symptom of a severe emotional disturbance in all 
cases except where an organic factor is present.” 


Social Competence. Assessment of the social competence of the 
mentally deficient is of importance, for final judgment as to the efficacy 
of the training of the child—in fact the final judgment as to his de- 
ficiency—lies, at least for Doll (19), in the amount of social competence 
he can be expected to develop. Some valid estimate of future compe- 
tence may be inferred from current performance on psychological tests 
(8). For a direct assessment of such competence, Doll constructed the 
Vineland Social Maturity Scale, which is a list of socially important 
skills, carefully arranged according to the social development generally 
necessary for attainment of the skill. The instrument is scored by 
checking the presence or absence of each behavior listed and summing 
to obtain a social age. By comparing this sum with a life age, a social 
quotient is obtainable. In clinical practice a social quotient below 70 
with an intelligence quotient below 70 is fairly presumptive of mental 
deficiency. If mental deficiency is defined as social failure, this assess- 
ment of social adequacy approximates a direct measure (CPA ae ks 
interesting to note that the “familial” mentally deficient child matures 
socially, as assessed on Doll's scale, somewhat more satisfactorily than 
the “nonfamilial” because of lack of handicap in locomotor activities 
(56). 
ju direct approach to the estimate of specific areas of social 
development was made by Johnson (38), who studied the actual peer 
relations of mentally handicapped children in ordinary school classes 
and found, by sociometric techniques, that these children were signifi- 
cantly more isolated and more rejected by their school peers than were 
children of average intelligence in the same class. An interesting out- 
come of this study relates to the additional problem of whether a 
mentally deficient child should be placed in a regular school grade or 
not. It is sometimes felt that the segregation of the mentally deficient 
child from other children of the same age is unwise, but Johnson’s study 
indicates that segregation of the mentally deficient child most probably 
occurs almost routinely within the ordinary classroom when the child is 
placed scholastically with those he cannot hope to compete with suc- 
cessfully. Regular classes may be arranged so they meet adequately the 
needs of the borderline child, but not of the mentally deficient child. 

The relationship between general mental development and social 
development is a rather close one, especially for the deficient. For some 
socially useful skills both aspects of development are important—for 
instance, Brower and Brower (9) indicate that in the ability to tell time, 
life age seems to be of relatively greater importance for exogenous cases, 
while mental ability appears more important for the endogenous. 
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Educational Development 


The chief task of children in the developmental years is acquiring the 
skills, attitudes, and informations necessary for leading a useful life. 
For the mentally deficient, teaching of the common school subjects 
must be done without pressure and tensions. Even manual skills are 
more easily developed when the pressure for grades is absent. Johnson’s 
study, cited above, illustrates how badly the social adjustment of the 
retarded child is jeopardized when he must compete in the academic 
field. And the effect on mental health is also worth noting. A retarded 
child, sitting daily in a classroom where he does not quite understand 
much of what is going on, is frustrated and that very frustration acts as 
an effective barrier to further learning. Special adaptations of the 
curricular materials and of the teaching methods are necessary (35). 
An important task of the school psychologist lies in this area, for he 
should not only be charged with tailoring the course of study for each 
exceptional child, he should also act as consultant to the curriculum 
authorities in their planning for such children (1, 45, 50). The psy- 
chologist’s special training is helpful in planning a realizable program 
for the fuller development of the potentialities of the child. Each child, 
above the severely retarded level, must be trained to take some part in 
the world’s work, to make himself as economically self-sufficient as 
possible. Beyond this, he should lead an adequate social and recrea- 
tional life. Specific goals, to be thought of as typifying the attainment 
of a 16-year-old mentally retarded child are six, according to Martens 
(50): 

1. The knowledge and disposition to keep physically well in order 
to enjoy life to its maximum 

2. An ease and a joy in social relationships that help him to make 
friends and to participate in social and civic experiences 

3. An ability to plan and to choose his leisure activities wisely 

4. An ability to live as a contributing member of a family and a 
neighborhood group, and later to maintain his own home as 
head of a family 

5. The ability to earn as much of the necessities of life as possible 

6. The knowledge and ability to spend his salary wisely 


Also stressed as specific objectives, in the standard text by Kirk and 
Johnson (45), are minimal essentials of the common school subjects, 
even if this be only to third grade competence, and emotional security 
and independence through a sound mental hygiene program. 

Children of school age but of mental development such that they 
will not profit from the regular academic instruction until they are eight, 
nine, or ten years of age can profit from much that the school can do for 
them in the way of preschool activities. Experiences which can foster 
the development of physical health, mental health, self-help skills 
(clothing, bathroom routines, housckeeping activities, eating), imagina- 


9] MENTAL AND EDUCATIONAL RETARDATION 257 


tive and creative activities, social growth, language development, speech 
development, planning activities, acquaintanceship with numbers and 
quantitative abstractions, are described in Kirk and Johnson (45) and 
in Martens (50). Children mature enough to master reading, spelling, 
writing, and arithmetical materials are of course provided with chal- 
lenging experiences involving these tools, but need specific provisions 
for experience in practical arts and can profit from direct teaching of 
skills and insights important in social adjustment. The recent Scottish 
report recommends that curricular subjects for the mentally retarded 
include “the essential tool subjects of the primary school, arts, crafts, 
music, drama, activities related to citizenship and character training, 
domestic subjects, and religious education” (1, p. 41). 

There is, however, a determinable level below which a pupil will not 
profit from formal schooling to any extent comparable to the efforts put 
into it by himself, his parents, or his teachers. According to recent 
French statistics (36), comparatively few children need special instruc- 
tion up to age eight, but many more after age eleven. The psychologist 
is generally consulted when school administrators face a decision of 
placing a child in a special class within the school system. Criteria are 
suggested for such placement in Kelly and Stevens (35). 

A rather large number of children come to the attention of the school 
psychologist because of specific disabilities. The biggest percentage of 
these are children who, for one reason or another, have difficulty in 
learning to read, but there are also those who fall behind and fail in 
arithmetic, in spelling, or in handwriting. As these are the tools with 
which one learns about the social heritage and the world about him, 
through literature, science, and social studies, children with such diffi- 
culties face a situation which may affect not only academic adjustment 
but also general adjustment to peers, parents, and themselves. Some 
children require special remedial educational provisions because of much 
absence, too frequent change of school, or poor previous schooling. The 
case of a sulky, failing tenth-grade pupil illustrates this. The girl was 
bright enough to learn. A social history revealed that her family had 
lived in 18 different communities in the ten years she had been in school. 
The resulting retardation in peer relations and the failure to develop 
friendships had resulted in an over-all inadequate adjustment. 

But other children have specific subject-matter disabilities and every 
modern school has some provision for their diagnosis and remedial 
treatment. Some disabilities are quite specific and can be detected by 
the standard diagnostic tests in arithmetic, reading, spelling, or language 
arts. Others involve physiological or psychological abnormalities that 
make efficient learning difficult or even impossible without specific help 
by specially trained therapists. Specific sensory handicaps (16) may 
cause failure in school subjects. ‘This is so axiomatic that the school 


psychologist has every child referred to him for specific learning difficul- 


ties checked for visual and aural acuity. Faulty muscular control may 
be involved in reversals in word recognition or in writing. Emotional 
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factors as contributory to learning difficulties are not unknown. Most 
specific disabilities can have their focus discovered through the use of 
diagnostic tests, but there are some children for whom only a full case 
study will reveal the complex of conditions accounting for their difficul- 
ties. The techniques are detailed in Louttit (48) and Kent (44) for 
diagnosis and in Arthur (4) for therapy. The diagnosis and treatment 
of the psychotic child whose behavior may simulate that of the mentally 
deficient child is considered in Chapter 23. 

Stressed in the work of most teachers of the mentally retarded is the 
extremely important area of the development of social values, and yet 
psychologists have contributed surprisingly little research on this point. 
Teaching the mentally retarded to select worthy ends has special prob- 
lems and needs special and specific approaches (41). Because of the 
crucial nature of parent-child relationships in the development of 
character, the attitudes of parents toward the retarded child and his 
handicap are relevant to any therapeutic approaches (43). Special 
problems encountered and techniques used in the counseling of parents 
are discussed by Sarason (58). Reason for optimism in the citizenship 
training programs of schools and classes for the retarded can be found 
in the careful follow-up studies of children who were once trained in 
such programs (13). 

For his own personal adjustment as well as for his self-sufficiency the 
mentally retarded person needs economic security. If he can satisfy the 
requirements of a job, many of his other potential problems are solved 
(18). For the mentally deficient, keeping a job is not only a function of 
his level of general intelligence, and of his emotional stability, but also 
of his dexterity and coordination, for he will probably be working with 
his hands (54). Specific training for specific jobs is generally considered 
wise, together with a follow-up of the individual to determine whether 
he is succeeding at the job. If one job ends in failure, another job can 
be trained for and attempted (18). 


Therapy 


A consensus of mental hygienists would probably stress among the 
emotional needs which need satisfaction such items as a feeling of 
security, a feeling of belonging, affection, discipline and order, recreation, 
a sense of self-worth and one’s place in the universe. The mentally 
deficient child has these emotional needs just as the normal child does 
(17). Most of these needs should be satisfied within the family circle 
for the child who does not require institutionalization, but the school 
and the church can certainly plan a more vital role in filling the emo- 
tional needs of the retarded than they have. The presence of a handi- 
capping condition always puts a strain on parent-child relations (46, 64), 
and the church and school can bring real emotional resources to the 
help of parent and child. The mentally retarded child may easily 
develop misinterpretations of his handicap. If borderline or near it, 
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he can recognize the fact that the other children outstrip him easily in 
everything he attempts. This realization may lead him to regard himself 
as unworthy and to infer that this unworthiness is a result of his being 
bad in some way. He may feel that the demands put upon him by 
parents and teachers, in their well-meaning attempts to help him, are 
harsh and that they are a sign of being emotionally rejected by them. 
The personality of the child may thus be conditioned by conscious or 
unconscious factors in his partial and perhaps faulty perception of the 
world around him. 

For mental health, the person needs to achieve independence. Yet 
this is, by reason of his handicap, more difficult for the deficient, because 
of his difficulties in communication and in learning, and his longer 
period of immaturity and resulting dependency. The adolescent devel- 
opmental task of achieving a sense of adequacy and of identity is 
especially difficult. 

Treatment for specific areas of educational retardation is possible 
with techniques now available, resulting from intensive psychological 
work on the common school subjects. The challenging ways in which 
specific help in areas of difficult adjustment in school may be generally 
therapeutic have been illustrated by Arthur (4). Treatment for the 
emotional concomitants of mental deficiency is based on the general 
principles of psychotherapy. Treatment of mental deficiency itself is 
at present not as specific as it may some day be. There are in the litera- 
ture some reports of spectacular rises in 1.0. following endocrinological 
or other physical therapy, when a child has been specifically diagnosed as 
cretin or dwarf (67), or possessed of a specific deficiency disease. Hopes 
of consistent, permanent, significant gains in intelligence from special- 
ized techniques for dull preschool children are still hopes, for reproduc- 
tion by other workers, of some of the more widely publicized gains, has 
generally resulted in a more sober evaluation of the techniques, whether 
these techniques be medical therapy or environmental manipulation. 

The pseudo-feeblemindedness which is now attributed to sheer cul- 
tural understimulation can be ameliorated if remedial measures are 
instituted at an age where the plasticity of the child permits them to be 
efficacious. Here, psychotherapy with the mentally deficient has a 
specific goal and role. Another group of cases wherein psychotherapy 
can produce real and lasting improvement are those in which emotional 
disturbance or mental illness may be contributing toward the inability 
of the child to fulfill his potential (33, 34). And even if improvement 
be only superficial—that is, if no significant gain is shown in intellective 
functions—but the child behaves better, seems happier and more alert, 
and is able to get along with less friction, then the therapy may well be 
worth the effort. This type of success at least has been reported for 
group therapy with retarded children (25). For children with mental 
ages below five, play therapy has been shown useful. Above this mental 
age both informal and formal therapeutic contacts are desirable in 
bringing about, for institutionalized patients, better group morale, better 
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individual cooperativeness, and happier individuals (65). If mental 
deficiency is the result of personality disorder (60) rather than mor- 
phological hypoplasia (23), psychotherapy may prove helpful (53). 

In some situations, therapy for the mentally deficient must inevitably 
involve a radical change of environment. Inherent in the psychiatric 
definition of severe mental deficiency is the notion that adequate atten- 
tion to the needs of the patient may require institutionalization. The 
severe clinical varieties of mental deficiency discussed by Benda (5) will 
generally require institutionalization, for no home could possibly supply 
the stability, the variety, and the medical care the child needs. Often 
the psychologist is involved in cases of less severity where he can assist 
in reaching a decision as to whether a mentally retarded child would be 
better off in or out of his home. 

Other things being equal, it is always desirable to keep a handicapped 
child in his own family circle. But very frequently there is a penalty 
paid for keeping a mentally defective child in the home circle—in terms 
of influence on other siblings perhaps more than on parents. Rogers 
(57) has presented the best empirical guide in his list of criteria for 
removal of a problem child from the home. When behavior is worse 
because of parental attitudes, when parents' affection is unwholesome, 
when parents' attitudes cause emotional conflict, when the child has 
little loyalty to the family group, little affection for his parents, is emo- 
tionally insecure, or rejected, when parental attitudes probably cannot 
be changed, and when there is a better than 50 per cent chance of 
improvement out of the home, then placement should be made. 


Summary 


The aim of the clinical study of the retarded child is the careful and 
systematic inventory of his assets and his disabilities—intellectual, 
scholastic, social, emotional, ethical; the aim of the clinical planning is 
the exploitation of the assets and the compensation for the disabilities 
so that the child may lead as full, as well-rounded, and as happy a life as 
his endowment can possibly permit. After all, as Strecker (64) points 
out, "the mental defective belongs to the wheat and not to the chaff. 
Science and civilization owe him a threefold obligation" (64, p. 288). 
The contribution to psychology arid education from studies of the 
mentally handicapped has given us better psychometric instruments and 
better educational methods. And the defective humanizes the rest of 
us. "Paradoxically, one might say that man is still far from being strong 
enough to stand without the ethical support of the weak and defenseless 
of the species—like the mental defectives, who are not strong enough to 
stand alone" (64, p. 292). 
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Chapter 10 


PSYCHOSEXUAL AND MARITAL PROBLEMS 
By ArsERT ELLIS, Pu.D. 


Adrmovcn many of the problems discussed in the present section of 
this book—such as problems relating to mental and educational retarda- 
tion, psychosomatic ailments, physical handicaps, brain damage, psycho- 
neurosis, psychosis, and psychopathy—are hardly rare in our society, 
they cannot be said to be ubiquitous. The problems to be discussed in 
this chapter, however—sex and marriage problems—are so common that 
it might indeed be contended that any individual in our culture who 
does not personally encounter them during his life is not a normal 
person. The following points can accordingly be set forth at once: (1) 
They virtually never exist in their own right, but are invariably connected 
with the individual's total behavior or “personality”; (2) they are never 
exclusively individual problems, but are intimately related to the mores, 
customs, and laws of the culture in which the person resides; (3) they 
are not attributable either to physiological, inherited, sexual-amative 
"instincts" (drives) or to social conditioning or learning, but are causally 
connected with both hereditary and environmental, physiological and 
psychological factors; (4) they are not, as yet, fully understandable in 
terms of any one orthodox theory of personality whether it be Freudian, 
neo-Freudian, or anti-Freudian. Sexual and marital problems indeed 
can best be understood in the light of a heterodox, eclectic, cross-cultural, 
factual- and dynamic-centered view. 


Psychosexual Problems of Infancy 


One of Freud’s (66) notable contributions to science was his in- 
sistence that human sexuality normally predates puberty and that infants 
usually display distinct manifestations of sexual activity. Not content 
with postulating infant sexuality, Freud and his followers (1, 57) have 
also insisted that all normal infants go through several specific pregenital 
and genital phases, including the oral and anal stages, and that these are 
succeeded by later phallic and genital steps in childhood sexuality. 
Although most authorities appear to agree with the Freudians that oral 
and anal activities are important in infant behavior, much controversy 
presently exists as to (1) whether HUY are as important as the Freudians 
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insist; (2) whether they are truly sexual stages; and (3) whether the 
oral-anal-phallic-genital progression is as rigid as Freudian literature 
states or implies (105). Granting that some infants are significantly 
affected by their oral and anal experiences and that fixations on these 
levels of behavior leading to subsequent emotional disturbances may 
sometimes occur, it may still be held that much of the infant behavior 
the Freudians call sexual is, in fact, sensual, and that it only occasionally 
becomes sufficiently significant in the child's life to serve as a focal 
point for later severe maladjustment. Thus far, undisputed factual 
evidence in this connection is too sparse to merit broad or dogmatic 
generalizations. Clinical observations on certain psychosexual and 
psychoamative problems of infancy are more readily available. A 
selected few of these will now be discussed. 


Infant Autoerotism. Masturbation has been found to exist in very 
young children (56, 86, 110, 113); and, according to Kinsey, Pomeroy, 
and Martin (86), orgasm has been observed in boys as young as five 
months of age. Except where it is indicative of some local genital 
irritation or some general emotional disturbance, infant masturbation 
is well within the range of normal behavior, and leads to no unfortunate 
results. No corrective action or emphasis on the part of the parents is 
usually indicated, and when such overemphasis is given to infant auto- 
erotism, it often indicates disturbance on the part of the parents rather 
than the child. 


Infant Seduction. Some parents, particularly mothers with their sons, 
consciously or unconsciously act out their own psychosexual desires, 
shortcomings, and disturbances with their infant children, and may 
directly or indirectly make sexual overtures to these children. Although 
it has never been established that such forms of sexual seduction produce 
uniformly harmful results, many clinical histories have been reported 
which trace childhood or adult sexual aberrations back to prior infant 


seduction (58). 


Psychosexual Problems of Childhood 


According to orthodox Freudian theory (66), children pass through 
an Oedipus (or an Electra) complex between their third and sixth years, 
fall in love and want to have sexual relations with the other-sex parent 
during this period, and have to resolve this “complex” before they may 
go on to attain sexual maturity. Recent findings and discussions in this 
connection would appear to indicate that this theory has only limited 
applicability. Not all children seem to be specifically attracted to their 
othersex parent; many who are so attracted easily work through these 
attractions; Oedipal feelings vary widely from culture to culture, and 


1 This problem is discussed and evaluated in the following references: 81, 82, 93, 
94, 95, 96, 104, 105, 106. 
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from family to family within a given culture; and many serious emo- 
tional disturbances of childhood and adulthood seem to have little or 
no connection with early Oedipal attachments (123). Orthodox 
Freudian theory also posits a so-called latency period, between children’s 
sixth and twelfth years, when they presumably retreat from sexuality 
because of their anxieties, guilt, and Oedipal difficulties. It has been 
found by Kinsey et al. (86), however, that boys at all ages in our culture 
display specific overt sexual activity; and modern anthropologists (93, 
95) have reported that no latency period exists among the children of 
peoples raised in other cultures. It is probable that much of the so-called 
latency period, when it does exist, is chimerical in that children in our 
society have much more freedom of action in school, sports, companion- 
ship, and other activities, than they have during their first six years, and 
therefore they tend to engage in relatively fewer sexual acts even when, 
often, they engage in absolutely more. Moreover, although the sexual 
behavior of infants and children is usually easily observable by adults, 
that of older children is not. The chances are, accordingly, that even 
in our own society much sexual “latency” is more mythical than real. 


Sex Education. Perhaps the main childhood sex problem in our cul- 
ture is that of the child’s obtaining an adequate sex education. That 
young children have considerable sexual awareness and curiosity is clearly 
shown in recent studies by Conn (19, 20) and in unpublished findings 
by Kinsey and his associates. A considerable literature has appeared 
which endeavors to explain how parents and teachers should approach 
sex education. Many of these articles and books, however, are somewhat 
biased by their authors’ views of sex.^ In general, most problems in sex 
education are problems of parents rather than of children; and the 
clinical psychologist can properly treat them as such. Parents who 
cannot give children adequate education should themselves be educated 
and treated so that they may eventually be able to do so; or else they 
should not be encouraged to give pertinent information, but should have 
it objectively imparted to their children by a psychologist, marriage 
counselor, physician, teacher, or other individual who is sufficiently un- 
biased as well as scientifically trained in this area. 


Psychosexual Problems of Adolescence 


Adolescence in our culture is normally a time of sexual and amative 
tension largely because of our tremendous emphasis upon sexual repres- 
sion and amative competitiveness (125). Several of the most frequently 
encountered psychosexual problems of adolescence will now be discussed. 


Adolescent Autoerotism. As has been known for at least a century, 
and as recent researches have reaffirmed (60, 86, 103), the great majority 


2 The present writer believes that texts like those by Beigel (8) and by Brown and 
Kempton (14) can be recommended. 
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of adolescent boys and a large minority of adolescent girls masturbate. 
After many years of violent interdictions against masturbation, modern 
thinking, particularly as shown by Dearborn (26) in a masterful survey 
of the subject, has come to the realization that masturbation by adoles- 
cents (and adults) is normal, that in itself it is harmless, and that it 
serves a useful and salutary function for young boys and girls. But even 
so, because of a marked cultural lag in this connection, youngsters 
severely disturbed by their masturbatory desire or acts continually appear 
in clinics and in psychologists’ offices. These cases can usually be han- 
dled easily if the psychologist has objective attitudes toward masturba- 
tion and if he does not hesitate to make these attitudes clear to the client. 


Adolescent Homosexuality. Young people, literally by the millions, 
become emotionally attached temporarily to members of their own sex 
(homoeroticism) or engage in overt sexual relations with those of the 
same sex (homosexuality). Kinsey and his associates (86) find that 37 
per cent of all males have some overt homosexual experience to the 
point of orgasm between adolescence and old age. Most homosexual 
affairs by adolescents run their courses and give way to exclusively 
heterosexual behavior. Consequently, Freud assumed that adolescent 
homosexuality was a natural phase of human behavior. Recent findings 
(50, 51), however, indicate that homosexuality may occur before, con- 
currently with, or after heterosexual behavior, and that there are by no 
means any set age-periods of homosexual or heterosexual behavior among 
individuals in our culture. 

In connection with adolescent masturbation and homosexuality, the 
case of John may be cited. John, a seventeen year old athlete, came to 
see the psychologist because he was afraid of becoming homosexual 
and because his hair was falling out as a result, he thought, of his mas- 
turbation. Referral to a dermatologist showed that John had a mild 
neurodermatitis of the scalp. This quickly cleared when properly 
treated; there was no permanent hair loss. John came from a religious, 
unusually puritanical family, and had rigorously refrained from going 
out with girls whom he was afraid even to touch. He started masturbat- 
ing at the age of thirteen; forced himself to stop for a time; but then 
became obsessed with the idea of doing it. The more he controlled the 
desire, the more obsessed he became. Finally, at the age of sixteen, he 
met another boy his age who induced him to engage in one homosexual 
act, which he enjoyed. He refrained from repeating this, only again 
to become obsessively concerned about his becoming homosexual. 
When he developed the itching scalp and noticed some of his hair 
falling out, he became certain that this was the result of his sex thoughts 
and his masturbating. He thought he might be going crazy. When, in 
the course of several counseling sessions, John was led to understand 
the source of his disturbance, and was informed that both masturbation 


and occasional homosexual acts might occur within the normal range of 
eased from some of his ground- 


adolescent behavior, and when he was rel 
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less sexual fears and encouraged to go out with girls, his symptoms 
vanished and he began to acquire a much better conception of himself. 
Coincidentally, his athletic prowess also showed a remarkable improve- 
ment. 


‘Adolescent Crushes. These infatuations or love affairs may be hetero- 
sexually or homosexually oriented; and, contrary to the frequently 
encountered statements and implications in some texts, the great ma- 
jority of these attachments, as shown in studies by the writer (34, 35, 
36, 37) are heterosexual. It has also been found (35) that, when 
engaged in by college-age adolescents, crushes and loves are not neces- 
sarily all-out, uncontrollable emotions, but tend, rather, to be profound 
and powerful feelings over which the lovers maintain a considerable 
degree of ego-protective control and to which they do not too often 
become compulsively subservient. Nonetheless, adolescent crushes can 
bea serious problem to many young people and can represent one of the 
normal hazards of growing up in a highly competitive culture like our 
own (109, 121). 


Psychosexual Problems of the Young Adult 


Young adulthood brings with it many individual and social psycho- 
sexual problems; and some evidence exists which indicates that problems 
of sex, love, and marriage are often more important to young adults in 
our culture than are almost all their other problems combined (53, 54). 
Whereas clinical psychologists have for many years done marriage 
counseling, they are now increasingly being called upon to consider many 
premarital problems as well. 


Premarital Sex Relations. By convention these relationships are 
banned by our mores as well as by some of our statutes (102, 107). It 
is not surprising, however, that all recent investigators * have found a 
relatively high incidence in the population samples studied. One major 
reason for confusion in this connection is found in the contradictory 
attitudes toward sex shown in our folklore and mass media. As the 
writer has reported in The Folklore of Sex (38), our magazines, “best 
sellers,” newspapers, radio and television shows, film and stage produc- 
tions, popular songs, and anecdotes do not ordinarily promote any one 
consistent sex attitude, but almost invariably, directly or indirectly, 
voice the view that sex is nasty and tasty, a vicious and delicious busi- 
ness. In consequence the average American is, consciously or uncon- 
sciously, almost completely muddled and confused in his sex views, 
feelings, and acts. 

Although theories on premarital sex relations are many, the actual 
facts, other than the fact that they have always existed, still do, and will 


3 The following references are pertinent: 25, 29, 30, 31, 60, 62, 75, 86, 119, 
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likely continue to exist, appear to be few. One other fact that seems to 
be fairly well established by the Kinsey studies on the human male and 
female is that for both sexes those individuals who have premarital sex 
relations tend to obtain orgasms more easily and frequently after mar- 
riage than those who are premaritally celibate. While debate on the 
ethics of premarital sex activity continues to rage (73, 74, 77), unmarried 
young people are faced with the practical issue of remaining or not 
remaining continent; and no adequate solution for most or all of them 
has by any means as yet been forthcoming. Certain it is that much 
more thought must be given to the entire problem as well as to the 
individual case before any social solution can be found. 


Choice of a Marital Partner. Marriage, as many sociologists have 
indicated for the last two decades, has largely become an affectional 
and companionable relationship instead of the basically socioeconomic 
relation it once was (16, 61, 71, 122, 126). Hence, choice of a marriage 
partner has become increasingly difficult, and prospective mates, in 
increasing numbers, have found it advisable to arrange for premarital 
counseling. Modern courtship, moreover, still tends to be something of 
a superromantic, unrealistic, sex-teasing affair which does as much to 
obscure as to highlight each couple’s basic potentialities for compatibility 
in marriage (45). Again, the more we learn about human behavior, the 
more we find—as Anna Freud (63), Fromm (67, 68), Homey (81, 82), 
Sullivan (116), and other modem thinkers have indicated—that the 
roles the couples publicly enact for themselves, as well as for others, are 
largely defenses rather than the underlying patterns and traits most 
likely to come to the surface in a long-term marital relationship. Pre- 
marital counseling sessions, therefore, in the course of which the coun- 
selor may help couples understand themselves and each other, may be 
quite valuable and can ward off potentially unhappy marriages. Related 
to this are the so-called marriage prediction tests devised by psychologists 
and sociologists (3, 15, 17, 91, 119). These scales, purporting to help 
in marital selection, are as yet poorly standardized, superficial, and 
fallible (33). The psychologist who engages in marriage counseling is 
accordingly cautious in using these tests as bases for prediction. 

‘An illustrative case of premarital counseling may be seen in the case 
of Paul and Martha, who came for counseling because, although engaged 
for over a year, Paul kept putting off the marriage date and could not 
say, even in a general way, when he wanted to set it. First Paul and 
Martha were seen separately by the counselor, then together. In the 
course of the individual sessions it was soon found that while Martha 
was a reasonably welladjusted person, Paul was an anxiety neurotic of 


many years standing who could never make up his mind about any 


important matter, including where to live, for whom to work, or 


whether to buy a car. His was a deep-seated neurosis stemming from an 
emotionally intense relationship with his adoring mother—who never 
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let him make decisions for himself. Paul and Martha were both ap- 
prised of this fact and of the necessity for Paul’s undergoing psychother- 
apy prior to marriage. Martha saw this immediately and decided that 
she would break the engagement unless Paul entered psychotherapy. 
With typical neurotic indecision, Paul could not make up his mind and 
the engagement was broken. Martha subsequently married a much less 
neurotic partner. 


Marital Problems 


The clinical psychologist is inevitably confronted with a host of 
marriage and family problems for which he will be unequipped unless 
his training includes a wide knowledge of sociological and anthropologi- 
cal as well as psychological and sexological findings. A vast literature 
on the sociology of the family now exists (52); and although it is im- 
possible to review even a small sample of this literature within the 
confines of the present chapter, it must be noted that any clinical psy- 
chologist who attempts to diagnose or treat human beings with marriage 
problems must be well acquainted with several modern classics in this 
area, including works by Benedict (9), Briffault (12), Burgess and Cot- 
trell (15), Burgess and Locke (16), Folsom (61), Hamilton (75), 
Harper (76), Mead (95), Murdock (100), Waller and Hill (122), 
Westermarck (124), and Winch (126). 

Specific sex problems of marriage—including problems of the honey- 
moon, of sex arousal and satisfaction, and of birth control—are also 
numerous. Many of these problems are considered in detail in sex 
manuals, many of which, however, like Van de Velde's (120) widely 
sold book, are ultraromantic, moralistic, factually outdated, and unre- 
liable. The clinician must accordingly be well acquainted with the best 
and most down-to-earth literature in this area, including such books as 
those by Brown and Kempton (14), Dickinson (27, 28), H. Ellis (55), 
"EDS (79), Kelly (84), Stone and Himes (114), and Stone and Stone 
(115). 

Marriage Counseling. The most serious and most prevalent marriage 
and family problem of this generation is marital break-up, or the con- 
templation of separation or divorce. One of the relatively newer tech- 
niques, developed to cope with this problem, is marriage and family 
counseling. Although this form of counseling goes far beyond the 
consideration of divorce problems alone, the fact remains that most 
couples who seek marriage counseling are already in serious difficulties. 
They come for help in ascertaining why they are in trouble and what, 
if anything, can be done about it. It is found that cases of marriage 
breakdown result from such facts as: (1) unrealistic ideals and goals in 
marriage; (2) selection of marriage partners, often based on neurotic 
choice; (3) deepseated incompatibilities between the partners; (4) 
ignorance with regard to certain vital aspects of marriage, especially sex 
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activities; and (5) serious and long-standing emotional disturbances in 
one or both marriage partners. It is the function of the marriage coun- 
selor not to tell couples whether or not to get a divorce but to help them 
to perceive clearly the underlying sources of their marriage difficulties, 
to understand themselves and their mates, and to work out their own 
best solutions on a realistic rather than on an overemotional or neurotic 
basis (24, 99). When well done, marriage counseling becomes at least 
a process of intensive brief psychotherapy. Often it develops into in- 
tensive psychotherapy, for one or both of the spouses, on a more lengthy 
basis. The clinical psychologist who attempts marriage counseling 
should accordingly be trained and experienced in methods of depth- 
centered psychotherapy (see Chapter 21), even though he may not 
necessarily use these approaches in every case he sees. 

An illustrative case of marriage counseling is that of the Thorns. Mr. 
Thorn came for counseling because his wife kept leaving him for several 
weeks at a time during her infatuations with other men. She would 
then return and promise to settle down. Mr. Thorn was found to be a 
somewhat timid, retiring, colorless person who, because of underlying 
feelings of inadequacy, not only permitted but seemed to encourage 
others to take advantage of him. His emotional disturbances were not 
too deeply seated, however, and in the course of nine sessions of inten- 
sive brief psychotherapy, he was able to acquire a sufficient under- 
standing of himself and his wife to make a better adjustment to 
himself and to her. He came to realize how his being taken advantage 
of by others was a result of his own unconscious needs for ingratiating 
and self-punishing behavior (originating largely in his guilt over having 
neglected his younger, crippled sister). He also benefited noticeably 
from sex information imparted by the counselor, which helped to dispel 
fears of inadequacy in this area. 

Mrs. Thorn, on the other hand, was found to be a severe anxicty 
neurotic whose compulsive need to be romantically loved kept her 
running off with other men. Complete rejection by her own father, 
combined with inconsistent attention from her alcoholic mother, had 
reduced her to a state of near-depersonalization, against which she kept 
compulsively trying to defend herself by winning the passionate, albeit 
brief, devotion of one man after another. Mrs. Thorn had to be seen 
for eighteen months until she was able, with several lapses, to under- 
stand her pattern of behavior, to build up enough ego strength in her 
own right, and to give up her compulsive seeking for new love objects. 

In the meantime, Mr. Thorn’s newly found strength, assisted by 
occasional sessions with the therapist for the purposes of discussing his 
wife's behavior and his problems of reacting to it, and his consistent 
firm kindness in handling her, as well as his increased sexual adequacy, 
made Mrs. Thorn respect him much more. As a result, she was able to 
return to him permanently and to participate with him in a higher- 


level relationship. 
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Psychosexual Problems of Adulthood 


The causes and treatment of all the psychosexual problems of adult- 
hood cannot be adequately analyzed in a single chapter. Several of the 
major and more common problems can, however, be considered. 


Autoerotism. Not only children and adolescents, but many adults, 
both married and unmarried, masturbate. Indeed, males who never 
do so seem to be rare; and unmarried females who never masturbate are 
clearly in the minority. As Taylor (118) showed long ago, and as 
Kinsey and his associates (86) have recently verified, complete “sub- 
limation" of sexuality in human beings, especially males, is almost 
impossible; and when other sexual outlets are blocked, as they often are 
in our culture, masturbation is a logical result. It may almost be dog- 
matically stated that autoerotism, when the individual does not errone- 
ously think he is being harmed by it, is a beneficial and one of the least 
harmful sex acts known to humanity. It does not, in itself, lead to 
physical or emotional disorders; it is not an “immature” mode of sex 
activity; it does not mitigate against sex adjustment in marriage (25, 45, 
75, 89); it is not a sexual “perversion”; it is almost impossible to engage 
in it excessively; and it does not normally lead to social or sexual seclu- 
siveness. Indeed, there is considerable evidence to indicate that an 
individual’s not masturbating, when he has no other sex outlets, may be 
psychologically and psychosomatically debilitating. Although autoero- 
tism may result in such sequelae as nervousness, seclusiveness, and 
premature ejaculation in the male or relative frigidity in the female, it 
appears that it is not ordinarily masturbation itself but neurotic worry, 
ideation, and fantasy, sometimes accompanying it, that lead to such 
disturbances. Masturbation alone should ordinarily not be psycho- 
logically treated; but masturbators, if and when they exhibit general 
personality disturbances, or if they have false ideas regarding autoerotism, 
should sometimes be seen psychotherapeutically. 


Frigidity and Impotence. Marriage counselors and clinical psychol- 
ogists often see individuals who consider themselves sexually inadequate. 
The most prevalent kinds of sexual inadequacy are the inability of the 
male to achieve or to sustain an erection and the inability of the female 
to achieve satisfactory orgasm. Actually, both impotence and frigidity 
are less common than is often supposed, because false ideas of the 
“normal” lasting power of the average male and the vaginal sensitivity 
of the average female are woefully prevalent in our society (43, 46, 86). 
The average American male, as Kinsey and his associates (86) have 
shown, has an intromission period of from two to five minutes; and the 
average American female is quite sensitive clitorally but relatively in- 
sensitive vaginally (84, 86). Unfortunately, many writers have errone- 
ously stated or implied that the "normal" and “mature” male must be 
able to carry on active copulation for a half hour or more and that the 
“normal” and “mature” woman must be able to achieve orgasm merely 
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by penile-vaginal intercourse. In reality, literally millions of “normal” 
males and females will never to able to attain these unrealistic sex goals, 
are therefore traumatized, and are made to believe that they are sexually 
inadequate. 

Modern findings, particuarly those of the Kinsey research group, show 
that, when they are labially and clitorally stimulated in a consistent, 
proper manner, females can usually achieve orgasm almost as quickly 
as males (86). Armed with such findings as these, and having the 
courage and frankness to draw the logical conclusions from them, the 
clinical psychologist or marriage counselor will find it not too difficult 
to dispel many of his clients’ mistaken notions regarding frigidity and 
impotence and to help them overcome their difficulties (45, 47). When 
serious instances of either of these sex disorders exist—that is, when 
females can obtain a satisfactory orgasm under virtually no circumstances 
or when males cannot achieve erection or genuinely suffer from prema- 
ture ejaculation—organic pathology must first be eliminated before it is 
assumed that the difficulty is of psychogenic origin. In the majority of 
cases, however, both impotence and frigidity appear to be psychologi- 
cally caused, and are intimately related to various kinds and degrees of 
anxiety, fear, guilt, and inadequacy feelings (43). In consequence, the 
treatment of frigidity and impotence is similar to the treatment of those 
with other types of neurotic symptoms (see Chapter 14) and involves 
intensive (although not necessarily prolonged) psychotherapy. The fol- 
lowing case report is illustrative. 

Mr. Dewar came for psychotherapy with the complaint that he had 
no difficulty in achieving an erection, but that many times as soon as 
he started copulation his erection would subside. Mrs. Dewar, who 
was first seen in connection with her husband’s problem, complained 
that she only occasionally enjoyed sex relations with him. Mr. Dewar 
was referred to a urologist, who reported that he had no organic involve- 
ments or deficiencies. Mrs. Dewar was referred to a gynecologist, who 
reported that she, free from organic pathology, had unnecessarily severe 
and probably psychogenic menstrual pains. She was fitted with a 
diaphragm. Mr. Dewar was scen regularly, once each week, for psy- 
chotherapy, and it was soon determined that he was generally a most 
inadequate person who could not assert himself effectively on the job, 
with his friends, or in any life situation. His difficulties were largely 
traceable to his shame over, as well as his identification with, a thor- 
oughly inadequate and unsuccessful father, and his complete domination 
by an aggressive, talented, and quite successful brother. He was afraid 
sexually to fail his wife as he had failed in every other situation. In 
addition, he believed that a woman could be sexually satisfied only by 
penile-vaginal intercourse, and that such intercourse had to occur at 
least once nightly. When, in the course of psychotherapy, he was helped 
to understand the general and specific sources of his deep-lying inade- 
quacy feelings, and when he was shown that noncoital as well as coital 
methods of sexual satisfaction exist and that nightly intercourse is not a 
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necessary demand of married life nor a requisite for male sex adequacy, 
he became more relaxed and less anxious about his sexual and nonsexual 
relations. After twelve sessions, he became fully potent. 

Mrs. Dewar, who was also seen once a week, at first was quite resistant 
to psychotherapy, and would evasively say that everything was going 
along fine and that she had no difficulties. At the fifth session she ad- 
mitted that she kept having sex dreams about men other than her 
husband. At the eighth session she confessed, with great self-recrimina- 
tion and anxiety, that she had had sex relations with one of her uncles 
when she was sixteen years old. She was apologetic for not bringing out 
this information sooner, and said she felt much better now that she had 
revealed it. However, her frigidity and her menstrual pains still con- 
tinued unabated. Finally, at the fifteenth session, she confessed that she 
had been holding back information again, and that what really concerned 
her was that, at the age of thirteen, she had had sex relations with several 
boys, including her brother, and that each time she now had sex rela- 
tions with her husband the memory of what she had done in the past 
recurred to her and she “just didn’t want to have anything to do with 
sex.” Shortly after this final confession, and the working through 
of much of her guilt in connection with these past sex episodes, she 
began to have regular orgasmic satisfaction, and her menstrual pains 
lessened considerably. 


Homosexuality. Older authorities (10, 18, 55, 80, 88, 98) were con- 
vinced that this condition was genetically or constitutionally caused. 
And certain modern investigators (69, 83, 89, 90, 101) still stress direct or 
indirect constitutional predispositions in at least some cases of homo- 
sexuality. Most workers, however, stress the influence of psychological, 
environmental, or conditioning factors.* This writer has shown, in a 
study of human hermaphrodites, that no matter what the physiological 
and hormonal make-up of the individual, direct constitutional factors 
are likely to influence only the power but not the direction of the sex 
drive (32). This means that both homosexuality and heterosexuality 
are learned reactions, although the urge of men and women to have some 
form of sexual release is partly innate. It is necessary in this conmesction 
to distinguish between those who are mainly or exclusively homosexual 
and those who occasionally engage in homosexual acts—especially since, 
as Kinsey and his associates (86) have shown, some 37 per cent of 
American males at one time or another exhibit some kind of homosexual 
behavior while only four per cent are exclusively homosexual. The 
writer (42) maintains that while sporadic homosexuality is not neces- 
sarily indicative of neurosis, exclusive homosexuals are usually emo- 
tionally disturbed. They generally fall into one of four categories: (1) 
They have a sexual fixation on members of their own sex—from which 
they cannot escape; or (2) a phobia in regard to members of the other 


4 Reference may be made to the following: 4, 5, 6, 7, 22, 39, 42, 59, 62, 64, 65, 
66, 78, 85, 86, 92, 111, 112, 119. 
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sex which prevents them from having satisfactory heterosexual relations; 
or (3) an obsession about members of their own sex which drives them 
toward homosexual acts or an obsessive interest in assuming the normal 
role of members of the other sex; or (4) a compulsion toward having 
exclusively homosexual relationships. Since fixations, phobias, obses- 
sions, and compulsions are neurotic symptoms (regardless of their con- 
tents), it is difficult to see how any exclusive homosexual can be anything 
other than, in some degree, neurotic. 

As to why individuals in our culture become exclusively homosexual, 
there have recently been found scores of reasons, rather than the few 
causes often emphasized by earlier writers (22, 50). Some of the major 
causes for exclusive homosexuality are as follows: (1) the individual's 
being raised by a parent to assume the role of the other sex; (2) his 
failure, for a number of reasons, to succeed in his own-sex role; (3) his 
identification with a strong parent of the other sex, particularly when 
his own-sex parent is weak; (4) his incestuous attachment to his other 
sex parent, with consequent guilt about having sex relations with any 
members of the opposite sex; (5) his hostility toward or fear of members 
of the other sex; (6) his underlying puritanism and guilt about hetero- 
sexual relations; (7) the many difficulties in achieving satisfactory 
heterosexual relations in this society; (8) his being able more easily to 
find love and approval from members of his own sex; (9) his experienc- 
ing early homosexual satisfactions, and his tendency to become neuroti- 
cally fixated on immature levels of behavior, and (10) his specific or 
general psychological problems and disturbances, of which his homo- 
sexual activities may be mere symptoms. 

Many psychotherapists, particularly orthodox Freudians, contend 
that homosexuals cannot be "cured" but can only be “adjusted” to and 
made more comfortable with their inversion. Other clinicians (5, 42, 
111) stoutly hold that homosexuals can be “cured” and quote cases in 
support of their claims. Clinical evidence seems to show that if the 
cure is realistically defined in terms of the homosexual’s giving up his 
exclusive desire for relations with members of his own sex, it is not too 
difficult to treat him successfully—provided, however, that he wants to 
be treated. An illustrative case may be quoted in this connection. 


Terence, who had never had any heterosexual relations, but who had had 
contacts with more than a hundred other fellows in his thirty years of life, 
came for psychotherapy because he wanted to give up the homosexual re- 
lationships in order to marry and raise a family. Psychoanalytically oriented 
therapy for a period of a year showed that Terence was morbidly afraid of 
sex contacts with women because his mother had gruesomely exaggerated the 
“horrible things men did to women in making them pregnant and forcing 
them to have difficult childbirths” (she herself had been paralyzed for six 
months after Terence’s birth); because of a general puritanism and fear of all 
heterosexual activity which his mother and his religious preceptors had in- 
stilled in him, and because of his own feelings of inadequacy and specific 
fears of impotence, which stemmed from his earliest sex experiences when 
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he had failed to gain an adequate erection and release when urged to do so 
by a group of boys having sex relations with a twelve-year-old girl. 

Because of these attitudes and fears, largely unconscious, Terence had 
not only been exclusively homosexual, but had largely played the “passive” 
or receptive role. By helping him to understand his underlying anxieties and 
guilt (through psychoanalytically interpreting his general and sexual his- 
tories and working through his transference and resistance relationships to 
the therapist and by inducing him to date and “pet” girls), the client was 
gradually helped to achieve a release from his long-standing inhibitions and 
to enjoy heterosexual relations. Terence, subsequently, became engaged to 
and is now satisfactorily married to a girl whom he had known for years prior 
to psychotherapy and toward whom he had previously shown no sexual 
interest. 


Hypersexuality. Many in our culture believe that they, or others 
they know, are “over-sexed,” but there is rarely any sound reason for such 
a belief. Occasionally, as in the condition called priapism, a male is 
unable to lose his erection, or individuals may have insatiable sex desire 
(satyriasis in the male, nymphomania in the female). Such ailments, 
when they actually exist, are likely to be caused by physical irritations, 
anomalies, or diseases, and should be treated by medical specialists. 
Most cases of so-called satyriasis or nymphomania, however, are mis- 
named in that they exist in those merely having strong sex drives, and 
who find their urges inconvenient to their lower-sexed mates or out of 
keeping with their own notions of sexual “normality.” Also, some 
women become “nymphomaniacs” in that they keep seeking orgasmic 
release which, usually because of their own emotional disturbances, they 
never achieve. Excessive sexual activity, however, is almost impossible 
for any person, inasmuch as the sex desires automatically become 
quiescent when the individual has had the number of climaxes sufficient 
and proper to satisfy his needs. Excessive sex drive, if and when it 
actually exists, may indicate a physiological or hormonal dysfunction, or 
it may suggest a personality maladjustment, often of the obsessive-com- 


pulsive type. 


Sex Aberrations and Perversions. Virtually all so-called “perver- 
sions,” aberrations, or deviations are “perverse” or “abnormal” by virtue 
of social as opposed to biological criteria. In fact, as this writer (44) 
has shown, notions of sexual *abnormality"—whether based on statisti- 
cal, hygienic, biological, or moral concepts—are, in the last analysis, 
derived from the values of the society in which they are held. “Normal” 
sex activities are those which are approved in a given culture—those 
which society has made, declared, legislated, or otherwise caused to be 
viewed as “normal.” From an objective standpoint, as several investi- 
gators have recently indicated (62, 73, 74, 86, 87), virtually all so-called 
“perversions” are “normal” in that they are practiced, without any 
harmful effects, by many animal species and by certain primitive and 
civilized peoples. Thus, “perverse” acts like oral-genital relations, peep- 
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ing (voyeurism), sadism and masochism, incest, exhibitionism, and 
homosexuality are widely practiced and socially accepted in some parts 
of the world. When they are thus culturally accepted, they are usually 
harmless. 

From a psychological standpoint, sex acts may logically be said to be 
“perverse” or “abnormal” when they are engaged in exclusively, fixatedly, 
as a fetish, obsessively, or compulsively. Any human act, for that matter, 
which may be performed successfully and pleasurably in many different 
ways, but which is arbitrarily, fearfully, and neurotically restricted to 
one circumscribed outlet, may be psychologically viewed as abnormal or 
perverted. Thus, an individual who will eat only one food, or will eat 
only at midnight, or will blow his nose only when he has gone through 
an involved and seemingly senseless ritual, is to some extent emotionally 
disturbed. Most sex acts which are commonly called “perverted” or 
"abnormal" in our culture, however, are misnamed. At the same time, 
many persons, such as those who are predominantly or exclusively homo- 
sexual, or exhibitionistic, or sadistic in their sex outlets, are emotionally 
disturbed and hence “perverted” or aberrant. These individuals, if they 
desire professional help, can be psychotherapeutically treated in much 
the same manner as other emotionally maladjusted persons whose 
symptoms are largely nonsexual. 


Sex Offenses. Sex offenders are those who commit acts that are 
banned by law. As Kinsey, Pomeroy, and Martin (86) have noted, if 
all our sex statutes were strictly enforced, some 95 per cent of American 
males would be sex offenders at some time during their lives. Many of 
these statutes are of course not enforced; yet each year tens of thousands 
of males and females are arrested for sex offenses. Many of these are 
seen by clinical psychologists for diagnostic or therapeutic purposes. 
Although convicted sex offenders are commonly considered over-impul- 
sive, fiendish criminals, recent studies have shown this assumption to be 
false.’ Intensive psychological and psychiatric studies of several hundred 
convicted sex offenders seen at the New Jersey Diagnostic Center showed 
that the majority were rather innocuous, inadequate, passive, and minor 
offenders; that only a small percentage of them used force or duress 
upon their victims; that only about three per cent could be legitimately 
classed as “psychopaths” while the majority were mildly or severely 
neurotic; that most of these convicted sex offenders were sexually in- 
hibited and constricted rather than over-impulsive and over-sexed; and 
that high percentages of severe emotional immaturity, underlying hos- 
tility, subnormal intelligence, and alcoholism were present among them 
(11, 41, 49). Sex offenders are not hopelessly incurable in all or most 
instances. Reports of their successful treatment have been published 
by several psychotherapists, including Abrahamsen (2), Conn (21), 
Cruvant and Meltzer (23), and Silverman (108). 


5 See the following references: 2, 11, 41, 49, 70, 72, 97, 117. 
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The Treatment of Those with Psychosexual 
and Marital Problems ° 


Because psychosexual and marital problems never exist in isolation, 
but only as problems of human individuals, and because human beings 
must be realistically viewed from the vantage of their total personalities, 
the effective treatment of those with psychosexual and marital problems 
is synonymous with the effective treatment of individuals with general 
personality problems. Consequently, clinical sexology or marriage coun- 
seling, considered as professions, should not be restricted to physicians, 
social workers, and sociologists alone, but should be practiced by clinical 
psychologists as well—and practiced not merely as separate skills in their 
own right but as integral parts of general psychotherapy (40). The 
present writer’s judgment is that no one should engage in sex, marriage, 
or family counseling unless he is well versed and experienced in at least 
one technique of intensive psychotherapy. This conclusion is drawn 
from an extensive experience in which it has been consistently found 
that from 60 to 80 per cent of the clients coming for marriage counseling 
and sex problems are never likely to find a solution to their problems 
unless they accept some form of (brief or prolonged) intensive psycho- 
therapy. Inasmuch as treatment approaches are discussed in Part IV 
of this volume, these will not be discussed in detail at this point. Cer- 
tain specific comments, however, can be made here regarding the type 
of person who should normally interview and treat those with specific 
psychosexual and marital problems. 

As this writer has elsewhere noted (48), persons who question, 
diagnose, and treat the sexually and maritally disturbed should fulfill 
the following requirements: (1) They should be professional people 
who have had adequate training, including supervised clinical experience, 
in one of the psychological disciplines, such as clinical psychology, psy- 
chiatry, or psychiatric social work; (2) they should have distinctly objec- 
tive sex attitudes and be free from rigidity, orthodoxy, and moralism; 
(3) they should have had a reasonably active sexual-amative life them- 
selves and have no serious problems in this area; (4) they should have, 
in addition to their knowledge of the science of human behavior, a 
specialized knowledge of the historical, sociological, and anthropological 
views of sex, love, marriage, and family relations; (5) they should be 
emotionally stable, nonhostile persons who are able to gain and maintain 
rapport with difficult, negativistic, or uncommunicative respondents; 
(6) they should be unafraid of sexual topics and should be able to 
discuss them without embarrassment in down-to-earth language; (7) they 
should, even if they are mainly doing interrogation for diagnostic pur- 
poses, preferably have training and skill in psychotherapy, and be well 


6 This material, logically following the preceding discussion of psychosexual prob. 
lems, can be readily integrated with the discussions of treatment methods set forth in 
Part IV of this volume.—The editors. 
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prepared to handle traumatic material or emotional upsets that may be 
ventilated during or as a result of the interview procedure (see Chapter 
Ale 

Summary 


The clinical psychologist, if he is to help human beings with psycho- 
sexual and marital problems, must have a wide range of information in 
psychological, sociological, anthropological, sexological, and allied areas, 
and should have an unusual degree of objectivity and courage in facing 
sexual facts that are often unrealistically ignored in our culture and that 
are moralistically treated upon occasion even in professional literature. 
He should be free from theoretical orthodoxies and from personal 
rigidities, and be able to view each client as a unique individual who, 
in spite of his being reared in a somewhat unified cultural milieu, and 
in spite of his having acquired many socially inculcated attitudes and 
prejudices, rarely if ever falls into neatly-niched “types” or characterolo- 
gies. He should be solidly trained in diagnostic methods, hypothesis 
formation, and its attendant problem-solving implications (see Chapter 
1), and he should be well grounded as well as experienced in psycho- 
therapy. Psychosexual treatment and marriage counseling inevitably 
and significantly involve the imparting of relevant information to the 
client, with a consequent relinquishment of needless, ignorance-grounded 
anxiety and guilt. But psychosexual and marital counseling, when ade- 
quately performed, also involves the treatment of the client’s general 
personality problems—without which treatment any solution of specific 
psychosexual and marital difficulties is most likely to be partial, superfi- 
cial, and temporary. 
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PSYCHOSOMATIC MEDICINE AND 
THE PSYCHOLOGIST 3 


By Grorce Sasrow, Pu.D., M.D., Samuer B. Guze, M.D, 
AND Josep D. Maranazzo, Pu.D. 


The Concept: Current Views 


Tue BEFORE the term "psychosomatic" was used, there was much 
anecdotal and empirical evidence that a sick individual's thinking, feel- 
ing, and doing had significant relation to his illness. Thus the famous 
seventeenth century physician Sydenham noticed that, by thinking for 
half an hour of his great toe, he could always bring on an attack of gout. 
Margetts (36) points out that the word itself first occurred in early 
nineteenth century German psychiatric literature. Examination of the 
pertinent medical publications led Stainbrook (57) to the conclusion 
that, despite the early use of “psychosomatic,” the general attitude of 
the nineteenth century medicine to the relationship of mind and body in 
disease is most aptly described by the term “somatopsychic medicine.” 
Thus important medical figures considered all insanity the result of 
disorders of respiration, circulation, and colon. Accordingly they made 
appropriate physiological observations, and, as Stainbrook puts it, 
recognized the physiopathology they studied as the cause of the psycho- 
pathology in which they were interested. Contemporaneously, other 
attitudes were also apparent. Tuke (59) in 1872 spoke of excitomotor 
acts without conscious ideation in explanation of sleep-walking; Creigh- 
ton (12) in 1886 stated that “as a result of the unexpressed emotion 
of anxiety . . „ the grief unrelieved by tears . . ., the mind . . . with all 
such repressions or want of expression by the usual channels—is apt to 
take a peculiar revenge or to find a peculiar outlet by discharging itself 
unconsciously upon the glandular system." In still other circles, some 
disorders were viewed in a more comprehensive manner than in terms 
of bodily changes causing mental changes or vice versa. For example, 
Knight (34) described the three necessary determinants of asthma as 
"the neurotic habit,” “a morbid condition somewhere in the respiratory 
tract ...,” and “the exciting factor, which may be atmospheric, digestive, 
mental or other remote irritatives which act reflectively on bronchial 


tubes." 
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Even before the present century, experimental and clinical observa- 
tions of the relations between stressful life situations (or symbols there- 
of) and physiological (including emotional) responses were numerous. 
These observations, however, were of variable quality, dramatic and 
unique, incompletely described, limited to single instances, unsystem- 
atic, or simply not reproducible by other workers. Examples from many 
sources referred to by Stainbrook are: Bichat’s impression of the high 
frequency of heart, lung and stomach disorders among Parisians during 
the French Revolution; Coopers impressions that carcinoma of the 
rectum ensued upon mental distress and that grief or anxiety of mind was 
one of the most frequent causes of breast cancer, with a confidently postu- 
lated series of intermediate pathophysiological and anatomical changes 
which he did not study or demonstrate; the famous observations of 
Beaumont upon the stomach of Alexis St. Martin; Mosso and associates’ 
observations of vasoconstriction in response to sounds and other stimuli 
during sleep and hypnosis, and of variations in skin temperature with 
changes in thought and feeling; studies on the psychogalvanic reflexes; 
studies by the German psychophysiologists upon blood pressure and 
emotions; Campbell's comment upon the deaths of patients with angina 
pectoris at times of violent anger; the sudden arrest of menstruation in 
the women of a town which was the scene of a severe earthquake; the 
production of cutaneous blisters and other cutaneous lesions by hypnotic 
suggestion; Trousseau’s attack of asthma when he detected a servant’s 
thievery. As might be suspected from so great a variety and quality of 
observations, explanatory hypotheses were also numerous and variable 
with regard to quality and evidential support. 

It is illuminating to note that, as the nineteenth century ended and 
the twentieth began, Putnam (46) rated “a thorough preliminary course 
in psychology . . . as following closely on chemistry and physics as a 
preparation for the work of a general (medical) practitioner” and Barker 
(3) urged that general practitioners should master psychotherapy. 
Freud was working out major aspects of his psychotherapeutic technique 
and theory of personality development, but no one had yet utilized in- 
formation obtained about a patient’s life situations by Freud’s free asso- 
ciation method or by other interview methods to place the patient in a 
situation that was meaningful and stressful and so to study system- 
atically life-situation physiological-response sequences. 

While Freud himself did not explore systematically the field of 
psychosomatic medicine, his free association technique made available 
unusually detailed observations of a patient's life experiences, thinking, 
feeling, overt and covert physiological responses, and behavior, over 
years of time. It was not long before psychoanalysts trained by him and 
his pupils, who had a special interest in particular medical disorders, 
began to study intensively the relations among the above factors with 
regard to one or another disorder (asthma, duodenal ulcer, migraine, 
hypertension, etc.). Deutsch is known to have done so since 1922, and 
has published a book describing his procedure (13). Dunbar (16) 
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collected some 2000 different examples from the entire history of medi- 
cine of clinically observed, recurring combinations of personalities, 
situations, emotions, and bodily functions. Saul (51) summarized, 
through 1941, the clinical psychoanalytic observations of relationships 
between emotional tension and the functions of various organs and 
organ-systems. Alexander and French (1) published a series of papers 
based upon the psychoanalytic study of patients suffering from chronic 
disturbances of the vegetative organs (“vegetative responses to disturbed 
emotional states”). In the works above referred to, experimental ob- 
servations of the organ responses at the time of the psychoanalytic inter- 
views are rare. The responses are linked causally to unconscious “nuclear 
conflicts” as defined in the Freudian psychoanalytic framework—between 
denied and repressed oral-receptive and oral-aggressive tendencies in 
duodenal ulcer, for example. 

Still another kind of activity which helped develop the concept of 
psychosomatic medicine was the experimental work of Cannon (10) 
in the early twentieth century. His experiments demonstrated the feasi- 
bility of studying the physiological changes undergone by intact mam- 
mals in situations so stressful as to provoke responses labeled emotional. 
They made evident the wide range of bodily adjustments which occur 
in the enraged or fearful animal, and became the basis of our knowledge 
of the physiological responses associated with emotion. His hypothesis 
of the autonomic system as an emergency response system influenced 
physiologists, psychologists, psychiatrists, and other physicians so pro- 
foundly that Cobb (11) regards modern psychosomatic medicine as 
having begun with Cannon. 

Subsequent to Cannon's work, the greatest contributions to psycho- 
somatic medicine appear to have been made by Wolff and collaborators 
at the New York Hospital (Cornell Medical College), in a series of 
studies dating from 1939. The methods used are described, in general, 
by Wolff (65) in his concluding remarks to the 1949 meeting of the 
Association for Research in Nervous and Mental Disease (devoted to the 
topic Life Stress and Bodily Disease). "They are described in detail in 
the numerous special studies reported upon and referred to in the same 
volume. Broadly speaking, a given subject was studied by a variety of 
methods (appraisal of his behavior, verbal descriptions of life experiences 
in therapeutic interviews, fluctuations in his illness in relation to life 
events or subject's behavior, etc.) until enough was known to warrant 
planned short-term experiments. In these experiments, indicators of 
the function of an organ or system relevant to a symptom or disease in 
the given subject were measured and recorded by suitable physiological 
and biochemical procedures. Following a control period of relative 
relaxation and security, an event suspected of disturbing the subject was 
abruptly introduced into an on-going interview. If significant changes 
were then observed in the measured organ or system functions at this 
time and not during discussions of other more neutral topics, and if 
these subsided when the subject was successfully reassured, it was inferred 
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that the event (usually a conflict-evoking one) and symbols thereof were 
regularly linked to the bodily changes. In this manner were studied such 
diseases, processes, and responses as epilepsy, diabetes, glaucoma, hay 
fever, stomach ulcer, ulcerative colitis, essential hypertension, hives, 
Raynaud’s disease, migraine and other headaches, serum antibody titers, 
body heat regulation, dyspnea, secretion of bronchial mucus, colonic 
and gastric functions, backache, cardiac function and circulatory effi- 
ciency, and bladder function. 

In many of these investigations it was demonstrated that alterations 
in physiological processes and responses, and episodic fluctuations in 
studied aspects of various disorders, occurred in close and regular relation 
to particular kinds of life events and symbols thereof, and that such 
life events were meaningfully related to the longitudinal life experience 
of the subject. Holmes et al. (30) demonstrated also, in the case of 
nasal hyperfunction and hay fever, that the altered nasal functions 
induced by exposure of a sensitive subject to allergenic pollen in ade- 
quate dosage were in no way different from those induced by exposure 
of the same subject to a symbol of a conflict-evoking life situation, and 
that the two types of stimuli—allergenic pollen and symbol of stressful 
event—could summate, with resultant hay fever symptoms. Other 
similar demonstrations of summative effects of quite diverse stimuli are 
scattered throughout Wolff's publications. 

After Cannon’s main work had been done, important new observa- 
tions enlarged our concepts of the organism’s response to stress. He had 
studied emergency responses, lasting for minutes only, wasteful and 
dangerous if maintained. Extending this work, Selye and co-workers 
(55) have demonstrated that the mammal responds to continued or 
repeated nonspecific stress (severe exercise, oxygen deprivation, cold, 
surgical injury, “nervous strain,” toxic substances, enforced immobiliza- 
tion, intense sonic stimulation) by activation of the anterior pituitary in 
some manner unknown. This discharges adrenocorticotrophic hormone 
(ACTH) into the blood stream, with subsequent increased production 
of adrenocortical hormones. The whole process is slow to start and 
long-lasting, and can be associated with disorders analogous to human 
hypertension, peptic ulcer, rheumatoid arthritis, and various other 
chronic medical conditions. A number of studies on man have confirmed 
major parts of Selye’s work, For example, Gray et al. (22) showed that 
repeatedly injected ACTH was associated in man with the gastric re- 
sponses related to ulcer. 

As Wolff's group accumulated data on the responses of organs and 
systems in the manner described above, their point of view shifted to 
focus upon the entire constellation of feelings, “attitudes” (defined 
operationally), and bodily changes which a subject experiences and 
exhibits in reaction to stress, as in the studies of Graham (21) on hives, 
and Grace (20) on bowel function. 

It became apparent also, from such studies as those of Flynn et dl. 
(17) on identical twins, one hypertensive and one normotensive, that 


288 AN INTRODUCTION TO CLINICAL PSYCHOLOGY [11 


conflict are not regarded as “abnormal,” as physiologically inadequate, 
or as culture deviants (they may, in some cultures, be the statistical 
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norm). Mead (38) also points out the common tendency to regard 
culture as something outside the individual rather than as a principal 
element in his development, and emphasizes that it is probably im- 
possible to separate conceptually patterns of pathophysiological re- 
sponses from the culturally determined conflict areas of a given indi- 
vidual. 

The work of Selye and the cultural considerations just mentioned 
indicate that pathophysiological responses and their related medical dis- 
orders may follow upon quite nonspecific types of stress, and also upon 
a great variety of specific situations acting via a common pathway—such 
as the pituitary-adrenal axis—with diverse end-results. Congruent with 
this view are such observations as those of Hinkle and Plummer (29), 
which show a high correlation between chronically recurrent difficulties 
in interpersonal relations over 20 years, on the one hand, and, on the 
other hand, such phenomena as high rates of industrial absentecism, 
respiratory infections, surgical illness, minor and major accidents, and 
the types of pathophysiological responses to stressful life situations 
studied by Wolff. Congruent also with this view would be the diverse 
ways in which sustained hypertension can be induced regularly in ani- 
mals, from reduction of blood flow to one kidney, as an example, to the 
interruption by a harmless air blast of an “emotional” gray rat’s learned 
approach to a feeding trough when in a state of hunger, as another 
example. The process called “imprinting” in birds, carefully reviewed 
by Thorpe (58), is also of interest in relation to this view: imprinting 
is restricted to a definite and brief period of the individual life, possibly 
also to a particular set of environmental circumstances, is extraordinarily 
stable, and yet may be so nonspecific that a bird will perform with a 
swinging ping-pong ball the caressing movements characteristic of its 
actions with a companion bird. The studies by Scott and Marston 
(54) on critical periods in the learning of puppies suggest that a process 
analogous to imprinting may exist in mammals, and hence may be of 
significance for the human subject. 

If we give weight to the possibility that stress may act nonspecifically, 
we shall not be surprised that Wolff formulates his conclusions con- 
cerning the relation between pathophysiological responses and the 
situations that evoke them in terms of broadly stated “protective reaction 
patterns” which have diverse and multiple determinants as well as 
variable components (such as increased blood pressure alone, rapid 
heart alone, or both together, in similar stressful situations). He has 
never attempted to categorize the types of culturally patterned (learned) 
drives which are most often incompatible, or the frequency with which 
specified incompatible pairs evoke particular pathophysiological re- 
sponses, nor has anyone even enumerated the learned drives in our cul- 
ture in such a way as to achieve wide consensus. On the other hand, 
psychoanalytic investigators of these matters have often reported more 
specific relationships between conflicting learned drives and pathophys- 
iological responses. 
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Definitive comparative evaluation of the body of conclusions reached 
by the psychoanalytic students of psychosomatic medicine on the basis 
of their (chiefly clinical) data and by Wolff and associates on the basis 
of their (chiefly experimental) data is not possible at present. The 
investigative methods of Wolff et al. lean heavily upon well-standardized 
biochemical, physiological, and similar procedures, utilize interview and 
human experimentation skills that depend upon psychotherapeutic prin- 
ciples derived from Freud, and are described in relatively simple opera- 
tional language. Questions may be raised about the representativeness 
of the subjects studied, and the omission of types of control experiments 
which, if done, would strengthen the conclusions reached. The work 
has tended to neglect unconscious processes, particularly unconscious 
cues and drives, although this has been less true in recent years. Psy- 
choanalytic critics have implied that cues, drives, and responses of which 
a subject (in such experiments like Wolff's) is consciously aware are 
irrelevant or even misleading; that unconscious cues, drives and responses 
are a priori most relevant to these problems; and that only through the 
application of special procedures and concepts can one define the 
pertinent unconscious factors—which then will be found to be highly 
specific. However, Wolffs observations on the famous gastrostomy 
subject Tom (64, 63) support the view that the stress most significant 
or most threatening (as defined by stated criteria usually based upon 
knowledge of the life history) to the individual at the time of the 
experimental measurements is the one most relevant to changes in the 
stomach or in any part of the organism, regardless of whether the stress 
constellation is conscious or unconscious. Since important life difficul- 
ties are often inaccessible to the subject's awareness, the degree of 
awareness of the subject must be taken into account in all such observa- 
tions and experiments, but the basic significance of the situation to the 
individual is likely to be a more useful variable than the degree of 
inaccessibility. 

Until recently, the psychoanalytic investigations of psychosomatic 
problems have been almost entirely of a clinical observational kind. 
When combined with measurements of organ function, the measure- 
ments and the interview productions to be related to them have often 
been made hours or even days apart. The convincing demonstrations in 
various of Wolff's studies which show that marked changes in such organ 
functions can be a matter of minutes probably render invalid many 
attempted correlations of interview material, behavior, etc., with organ 
function measures when intervals of hours separate the two sets of data. 
Further, determination of the specific cues of basic significance to a 
subject from an hour's free association material appears often not to be 
a reproducible procedure. Thus, at a recent meeting of the American 
Psychosomatic Society, an hour's free association material (from a sub- 
ject having stomach contents aspirated continuously) was given six 
markedly different psychoanalytic interpretations (as to what was of basic 
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significance) by as many psychoanalysts. It must be recalled, also, that 
serious disagreement exists among various subgroups of psychoanalysts 
over the acceptance of even such major constructs as penis-envy and 
anal-eroticism. Further, the weight to be given conclusions that depend 
excessively upon longitudinal life history is reduced when we realize 
that important psychoanalytic assumptions about the relationship be- 
tween certain organ dysfunctions in adult life and presumed early life 
dysfunctions of the same kind have not been supported in studies de- 
signed to examine them—for example, that of Klein (33) on adults 
with gastrointestinal symptoms. Despite these various difficulties of 
evaluation, broad areas of agreement exist between the conclusions of 
the psychoanalytic investigators and of Wolff and co-workers with 
regard to some of the medical disorders studied, such as essential hyper- 
tension and duodenal ulcer. 

At this point it is apparent that the early concept of “psychosomatic 
medicine” as concerned with the “relationship of mind and body in 
disease” has proved too narrow. Stewart Wolf's definition (62) that it is 
concerned with bodily disorders related to problems of adjustment of the 
personality to adverse life situations is much broader in its implications, 
but these are not spelled out. The great amount of work stimulated 
by Wolff led him, as described, to look upon pathophysiological re- 
sponses and related disorders in terms of evoking situation, longitudinal 
life experience, "stock," conflicting culture pressures, etc. Not many 
examples are available of pathophysiological responses and related medi- 
cal disorders looked at in terms of all these (and other relevant) factors. 
One such is the hypothesis concerning essential hypertension presented 
by Saslow et al. (50), according to which the existing data compel us to 
consider a number of factors (genetic, renal, endocrine, mechanical, 
personal adjustment, cultural, etc.) as of partial etiological relevance, 
but no one appears alone to be either necessary or sufficient. The con- 
cepts of Selye and the observations of Hinkle and Plummer increase 
markedly the kinds of “bodily disorders” which may be related to per- 
sonal adjustment. If we now take the further step of enlarging our 
concept of bodily disorder beyond that of the pathophysiological and 
pathoanatomical responses to a defined stress situation (whether this 
be infectious agent, allergenic substance, nonspecific oxygen deprivation, 
cold, x-radiation, interpersonal event, or symbolic danger) so as to 
include those personal adjustments or behaviors of the sick individual 
which determine that life with any given pattern of altered bodily 
functions and structures will or will not be optimal, we find ourselves 
considering so large an array of personality-bodily disorder relationships 
that it is co-extensive with all illness. It is difficult not to take this step 
when we consider that the life of a particular patient with a supposedly 
“simple” and “easily cured" disorder such as pneumococcal pneumonia 
may depend not so much upon our medical knowledge, in a narrow 
sense, but upon whether he is a Christian Scientist, or becomes delirious 
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and suicidal when he has a high fever. Many physicians have, in fact, 
taken this step, and regard tuberculosis, for example, as a disorder as 
much of the personality as of the lungs (or other anatomical site). 

It is no longer easy, then, to delimit a class of disorders as "psychoso- 
matic.” It seems more appropriate to deal with a variety of personality- 
illness relationships, and to specify the relevant factors in cach relation- 
Ship. That this is actually the procedure practiced by students who 
were at first interested in a narrower concept of “psychosomatic medi- 
cine” is shown by the wide range of topics presented in the volume Life 
Stress and Bodily Disease (65), by the range of problems included as 
“case histories in psychosomatic medicine” by Miles, Cobb and Shands 
(40) (for example: a child’s reaction to adenoidectomy, impulsive be- 
havior in a crippled boy, convalescence in a patient with permanent 
neurologic disability, hysteria with pseudoneurological paralysis, duo- 
denal ulcer, etc.), by the presentation by Saslow (49) of a number of 
kinds of personality-illness relationships for which no good class name 
even exists, and by Cobb's definition of the essence of psychosomatic 
medicine as the cooperation of practitioners of medicine, surgery, der- 
matology, etc., with psychiatrists (11). 

Current practice and concept, then, make “psychosomatic medicine” 
Synonymous with medicine viewed in such a way that all the major 
factors relevant to any illness are defined in relationship to each other, 
in any given individual. How can this practice and concept of com- 
prehensive medicine be formulated? 

Halliday (25) attempted to develop a viewpoint of medicine suffi- 
ciently comprehensive to include such diverse etiological agents as 
infectious micro-organisms and cultural symbols, and to be congruent 
with his unusually wide range of medical experiences. But he gave in- 
sufficient consideration to emotions, behavior, and learning theory— 
without which a satisfactory unitary conceptual framework was not 
possible. Dollard and Miller (14), interested chiefly in behavior, at- 
tempted to integrate the contributions of learning theory, psychoanalytic 
experience, and sociocultural observations into a unified view of human 
behavior—based wherever possible upon available experimental data. 
"They were not concerned with the problem of how human behavior fits 
into a general framework of disease. Cuze, Matarazzo, and Saslow (24) 
attempted to develop a conception of illness which would be applicable 
to all kinds of medical problems ( including the behavior or psychiatric 
disorders as well as the conventionally labeled “psychosomatic” dis- 
orders), would take into account the areas not dealt with by Halliday 
or by Dollard and Miller, and would be based upon available clinical, 
observational, and experimental data. They found it possible to develop 
such a formulation, provided the construct “emotion” were defined 
operationally and used appropriately. Emotion was defined as a drive 
state of the organism, specified in terms of the antecedent environmental 
conditions and the measurable physiological changes, gross behavior, 
verbal reports, etc., manifested by the organism in consequence of these 
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conditions. So defined, pathophysiological responses associated with 
emotion are not “caused by” emotion: they represent the very physiologi- 
cal changes which, or part of which, constitute the drive state. In those 
instances in which physiological responses cannot be measured, emotion 
is defined operationally in terms of the conditions of the experiment. 
Since drive states by definition impel the organism to actions which are 
drive-reducing, emotion (as defined above) may be considered to cause 
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Ficure 11-1. A diagrammatic presentation of a comprehensive approach to ill- 
ness (Reprinted with permission from the Journal of Clinical Psychology, 1953, 9, 
127-136.) (24) 


adjustive or drive-reducing behavior, such as avoidance, withdrawal, re- 
pression, going to a doctor. Their formulation is best illustrated in the 
accompanying diagram (Figure 11-1). In terms, then, of this diagram, 
a comprehensive approach to illness may be stated as follows: 


Environmental stresses, acting singly or in combination, take on 
significance in terms of the individual’s state at the time they are en- 
countered. The individual’s “state” represents the sum total of his 
previous life experiences as well as his genetic capacities and limita- 
tions. In response to the life stresses imposed upon the individual, 
various physiological changes take place. : 

'These physiological changes can be inferred from the following: 
The patient's subjective complaints or symptoms, the various signs 
which examination of him will reveal, the results of special laboratory 
tests and procedures, and his subsequent behavioral responses. That 
aspect of the altered physiology which induces further behavioral re- 
sponses is what is referred to as motivation, emotion, or drive state. It 
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should be emphasized that the drive state is indistinguishable from the 
physiological changes and can only be defined in terms of cues, symp- 
toms, signs, results of special tests, and behavior. In operational terms, 
this is nothing more than anchoring a construct at both the ante- 
cedent and consequent ends. 

As a result of the drive state, “trial and error’ behavior ensues 
which is largely determined by the various factors included under "state 
of the individual at the time stress is operating.” That is to say, an 
individual’s hereditary capacities and limitations, innate hierarchy of 
responses and primary drives, modified by personal and cultural ex- 
perience, will determine his behavior. Thus the individual's char- 
acteristic adjustive techniques and learned secondary drives will mani- 
fest themselves in his further responses. These may include going to 
doctors, taking medicine, changing jobs and interpersonal relations, or 
various “intellectual” processes (such as repression, distortion, rational- 
ization, redefinition, etc.). Such behavior may or may not result in 
counteraction, neutralization, or avoidance of the initiating stress. 
Whenever new responses are accompanied by a reduction in drive, they 
tend to become learned responses to various cues in the environment 
or to cues associated with the drive state. 

Although the behavior of all patients can be understood and de- 
scribed with reference to the same conceptual framework, the im- 
ee of a patient’s behavior, however, will vary from case to case. 

n some, the behavioral responses of consulting the physician once or 

a few times will be the only ones of any significance and no further 
attention will be paid to this area. An example of this is the patient 
with uncomplicated pneumococcal pneumonia who comes to his doctor 
and is successfully treated. On the other hand, if a patient with pneu- 
monia becomes delirious, his subsequent behavior may be of great 
importance and may sometimes be the immediate cause of death 
(through suicide or other self-destructive acts). In yet another situ- 
ation, a patient with pneumonia may refuse to consult a physician 
because of fear, religious beliefs, etc., and thus deprive himself of ade- 
quate medical care—a reaction that may result in prolonged illness 
and even death. For a number of patients with vague, moderately 
disabling symptoms, repeated consulting of a physician can become a 
technique of short-term drive reduction. In the traditionally labeled 
psychiatric disorders (neurotic or psychotic) behavior Tesponses, such 
as these, always assume a prominent position. (24) 


This formulation permits comprehensive consideration of the nature 
and treatment of any illness, and a way of looking at psychotherapy that 
is congruent with other medical treatment. It should be noted that the 
factors in the formulation are equally valid and operative in normal 
behavior, as is clear from Murphy's consideration of the development 
of personality (42). It is clear that in developing such a conceptual 
framework it is necessary to give due consideration to an extremely wide 
variety of data, clinical as well as experimental, Pertinent observations 
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are to be found in seemingly divergent sources and fields of study. In 
addition to conventional medical and psychiatric texts and journals, 
various publications in the field of perception (7, 31), learning theory 
(14, 26, 41), conditioning (27, 43), infant and child development (2, 
44), sociology and anthropology (23, 38) are all relevant. Reviews and 
compilations of some of the medical and psychiatric observations and 
literature are to be found in books by Dunbar (16), Weiss and English 
(60), Alexander and French (1), and in the 1950 volume of the Pro- 
ceedings of the Association for Research in Nervous and Mental 
Diseases (65). 


Examples of Illness Viewed Comprehensively 


At this point it is appropriate to consider several examples of illness in 
which it is apparent that the way the patient is living is so intimately 
related to the sickness that the two cannot be easily separated. In such 
disabilities the conceptual framework described above is immediately 
applicable. In each case a brief history of the patient will be followed 
by a short description of some of the pertinent experimental findings. 


The first case is that of a married Negro woman who was forty-one years 
old when studied. She gave a lifelong history of abdominal discomfort 
associated with emotional turmoil. This symptom had become intensified 
over the five to six years which preceded our contact with her; and the onset 
of this accentuation of her complaint was dated by the patient to a violent 
argument with her husband during which he struck her severely over the left 
eye. This blow resulted in permanent visual impairment. Four years later, 
because of severe constipation, a gastrointestinal x-ray examination was per- 
formed and reported as negative. 

She was admitted to the hospital in June, 1950, because of sudden 
gastrointestinal bleeding (including the vomiting of blood and the passage 
of black, tarry stools), weakness, and faintness. During this admission a 
diagnosis of bleeding peptic ulcer of the duodenum was made. Following 
discharge from the hospital in July, 1950, she was seen at a clinic. 

The patient was raised in a strict home. Her father died three years 
prior to her hospitalization. He had suffered from asthma and kidney 
disease. The patient’s mother was her father’s second wife. She died when 
the patient was six months old. Soon after the patient’s mother’s death, her 
father remarried and had four more children by his third wife. The patient 
was raised by this stepmother, and since she was the oldest child in the home, 
the patient assumed much of the responsibility for raising the younger 
children. 

The patient did not get on well with her stepmother, who used to beat 
her frequently. Her father was strict and authoritarian, all the children 
learned to be seen and not heard. Any infraction of the rules was severely 
and promptly punished and there was little open rebellion or hostility per- 
mitted in the household. The patient was very anxious to leave home, but 
her father would not permit it unless she married. She consequently mar- 
tied when seventeen without really loving her husband. For the first four- 
teen months of the marriage they lived with the husband's family. This 


296 AN INTRODUCTION TO CLINICAL PSYCHOLOGY  [u 


arrangement was unsatisfactory for the patient. She finally managed to get 
her own quarters, but for the next nineteen years she and her husband were 
almost constantly besieged by visitors from her husband’s family. The 
patient resented this but was unable to say or do anything about it until 
the fight described above. : i . 

The patient regarded her marriage as a total failure. She is a quiet, docile, 
sensitive person who is conscientious, obsessive-compulsive, unassertive, some- 
what prudish and retiring. She speaks softly and never shows strong emotion. 
Her husband, from her description, is loud, vulgar, uncouth. He drinks 
excessively, has never supported the patient, runs up debts which she feels 
obligated to pay, and in general shows no interest in the marriage or in the 
patient's welfare. Nearly all of the patient's ulcer symptoms occur in im- 
mediate temporal relation to difficulties with her husband or in relation to 
reminders or symbols of such difficulties. She can return home from work 
feeling fine and be preparing a meal when she will hear her husband's key 
in the lock, and immediately develop typical ulcer symptoms. Or if she 
receives a bill for some things her husband has purchased, she will experi- 
ence the typical abdominal discomfort. 

Despite considerable insight into the relationship between her marital 
discord and her symptoms, the patient was unable to alter her behavior in 
any way. Her characteristic adjustive technique, learned as a child, is to 
inhibit any overt demonstration of hostility, resentment, or aggression al- 
though on the infrequent occasions in which she “blows her top and gets 
things off her chest,” she doesn’t have symptoms. She gets temporary and 
intermittent relief from diet and various medications, especially if the pre- 
scribed regimen is altered repeatedly. 


The apparent relationship between such environmental stimuli as 
disturbed life situations and the physiological responses characteristic 
of duodenal ulcer which clinical studies like the above tend to clarify 
have been investigated experimentally. In duodenal ulcer, the charac- 
teristic physiological alterations, in addition to the presence of the ulcer, 
are those of gastric hyperfunction. These include increased motility 
of the stomach, increase in gastric blood flow, and increased production 
of acid. The most impressive studies of human gastric function are 
those of Wolf and Wolff on their subject Tom, who has a permanent 
opening into his stomach from the abdominal wall (gastrostomy ) 
through which the stomach can be observed directly (64). 

The data from one of their typical experiments are reproduced in 
Figure 11-2. It is clearly demonstrated that the stimulus of talking 
about stressful life events results in increased motility, blood flow (as 
indicated by color of mucosa), and acid secretion. 


The second case is that of a twenty-nine-year-old white, married farmer 
with mild, labile hypertension. He was raised by a strict "German" father, 
who never allowed the children to make any decisions for themselves, and 
an outgoing, spontaneous, emotional, “shameless” mother, who used to 
embarrass him by her readiness for argument, discussions of intimate affairs, 
and free criticism of others. Until the age of six or seven he was raised 
as a "mamma's boy." Because of this he was teased by his father and older 
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brothers and he began to object to his mother's demonstrativeness. After 
about the age of seven, he tried hard to change his relationship with his 
mother and avoided all her overt manifestations of affection. 

Ever since then he has been trying to avoid all manifestations of strong 
emotions in himself and others, because any demonstration of emotion 
makes him feel uncomfortable and frequently will result in symptoms of 
tension and anxiety. Despite his unusual physical strength and development 
(resembling those of a heavyweight boxer), he has never had a fight. He 
"can't stand a scene and can't bear to be present when someone else's feel- 
ings are hurt." He accepts overburdening responsibility without any kind 
of remonstration and is a chronic worrier. He is neat and perfectionistic 
and likes routines, though at the same time he feels restless and thinks of 
getting out from under the heavy load he is carrying. 
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Ficure 11-2. Increased motility accompanying hyperaemia and hyperacidity in 
association with hostility and resentment. (Reproduced with the permission of Ox- 
ford University Press, publishers of S. Wolf and H. G. Wolff, Human gastric func- 
tion; an experimental study of a man and his stomach.) (64) 


In the past, when tension would gradually build up, he would become 
moody and finally go by himself and cry for hours. This would relieve him 
and he would be much better for several months. Recently, whenever he 
gets tense and moody, he is unable to cry and hence never gets any signifi- 
cant relief. As the tension mounts, he develops typical anxiety symptoms. 
He is shy and sensitive and does not make friends readily, is preoccupied 
with the impression others have of him and as a result finds it hard to make 
decisions. He stated that he wants “everyone to like” him. 

He and his wife do not get along well for the following reasons: he is 
uncomfortable about his wife’s overt affection and yet cannot talk to her 
about it nor show overt affection on his part. And he cannot please her 
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by going out more often because getting out with people makes him un- 
comfortable. Lav y ; 

Results from psychological tests indicated that the patient was extremely 
nonassertive, was a conforming person who “bottles up” his feelings and 
gives in to people rather than resisting even the most frustrating tasks. 
When involved in conflicts he is uncomfortable and escapes as soon as he 
can. Any overt aggression is followed by guilt feelings. 


In the study of this patient no systematic observations of the relation- 
ship between specific cues and the elevated blood pressure responses 
were made. Specially planned circumstances are necessary for observa- 
tions of this character. 
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Ficure 11-3. Prolonged elevation of glomerular filtration rate with rise in filtra- 
tion fraction during elevation of blood pressure during emotional stress. (Reprinted 
from J. B. Pfeiffer, Jr., and H. G. Wolff, Studies in renal circulation during periods 
of life stress and accompanying emotional reactions in subjects with and without 
essential hypertension; observations on the role of neural activity in regulation of renal 
blood flow, J. clin. Invest., 1950, 29, 1227-1242, with permission. ) 


One of the major difficulties in correlating various stimuli with the 
physiological response of elevated blood pressure is that the latter is a 
response which is below the level of the subject's awareness; it is an 
unconscious physiologic response. Consequently, in clinical interviews 
it is impossible to know which cues the subject responds to with hyper- 
tension. Pfeiffer and his co-workers (45) have studied patients similar 
to the one just described and have shown that it is possible to define 
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the relevant stimuli. Figures 11-3 and 11-4 are illustrative of results 
they have reported (45). In these striking data can be seen not only the 
elevation in blood pressure but also the changes in renal function which 
are characteristic of so-called essential hypertension (18). 


The third case is that of a fifteen-year-old girl with diabetes. She was 
first so diagnosed at the age of five. Because of some unexplained family 
situation the patient lived for an entire year on the pediatric ward of a 
hospital where she became a favorite of doctors, nurses, and attendants, and 
where she was "spoiled." At the same time, she resented the fact that her 
family had deserted her (this was her interpretation of it) and following dis- 
charge to her parents in rural Missouri, she became a serious, chronic 
behavior problem. She was hard to discipline, disobedient, had frequent 
temper outbursts, and responded to emotion-provoking situations by refusing 
to follow her diet and later, when she administered her own insulin, by 
refusing to take her insulin regularly. "There was sufficient evidence to 
support the idea that she frequently resorted to these self-defeating measures 
in order to get back at her family for real or imagined injustices. 
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Ficure 11-4. Changes in cardiac output and renal dynamics during emotional 
stress. (Reprinted from J. B. Pfeiffer, Jr., and H. G. Wolff, Studies in renal circula- 
tion during periods of life stress and accompanying emotional reactions in subjects 
with and without essential hypertension; observations on the role of neural activity 
in regulation of renal blood flow, J. clin. Invest., 1950, 29, 1227-1242, with permis- 


sion.) 


She was passed around from relative to relative because of her family’s 
bad financial status and quickly wore out her welcome at each new place 
by the inordinate demands she made upon others and by her terrifying be- 
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havior if these were not promptly met. During the ten years of her illness 
she was admitted to various hospitals in this area over seventeen times 
because of diabetic acidosis and/or coma. Prior to most of these episodes 
she had discontinued her prescribed diet and insulin, but she insisted that 
on a few occasions she had continued following her doctor's advice right up 
to the time of admission. Her last admission was precipitated by an un- 
fortunate sexual experience to which she responded with guilt and bitter- 
ness, which led to bs abandoning her diet and insulin. 

While in the hospital she was impossible to regulate. She blandly re- 
fused to cooperate with the doctors whenever she became upset, no matter 
for what reason. Warnings that she would die if she persisted in her be- 
havior were greeted by the smiling response “I don't care," which caused 
everyone taking care of her to gnash their teeth with frustration. Whenever 
she knew that her insulin dose was increased, she cut down the food intake; 
when intravenous fluids containing glucose were begun, she pulled the 
needles out. Her urine examinations defied understanding until she created 
a scene on the ward one day and threatened to drink some acetone which 
she had obtained somewhere and which she later admitted she had been 
dropping in her urine from time to time. 

When seen in consultation by a member of the Division of Psychosomatic 
Medicine she tried to play him off against the ward physicians because the 
latter found it difficult, at first, to see her precarious diabetic state in its 
proper life context and responded inappropriately over and over again to 
her provocations. 


This case illustrates many of the implications of the concept of com- 
prehensive medicine. Clearly the single most important feature is the 
problem of the patient's self-defeating behavior. This, while imme- 
diately drive-reducing, is not compatible with long range goals and 
learned drives. We have here a situation involving what has usually 
been considered a conventional medical illness in which the patient’s 
further responses (her self-defeating behavior) are as important, from 
the over-all clinical point of view, as the specific physiologic disturbances 
of diabetes (see Fig. 11-1). 

The relevance of the patient's further responses to her survival is 
obvious. In addition, the following experimental data of Hinkle et al. 
show that some of the physiologic alterations characteristic of the diabetic 
state are influenced directly by life situations or symbols thereof (28). 
In these studies particular attention was paid to the level of ketone 
bodies, which, as is clear from the figures, rose noticeably during the 
stress of an interview. The importance of this variable is related to the 
influence of the level of ketone bodies on the acid-base balance of the 
blood. As the level rises in diabetic acidosis, serious and ultimately fatal 
derangements in acid-base balance occur; and one of the major features 
of treatment in diabetic acidosis and coma is the attempt to correct 
the altered acid-base relationships and the deleterious effects which 
follow. In these studies the stress was discontinued before the increase 
of ketone bodies reached levels of clinical importance, 
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Ficure 11-5, Diagram of a control study on a diabetic subject whose initial 
ketone level was higher than 1.5 mg. per cent, demonstrating a relative stability of 
the blood ketones in the absence of specific stimuli. The fluctuations of blood glucose 
are relatively great. (Reprinted from L. Hinkle, G. B. Conger, and S. Wolf, Studies 
on diabetes mellitus: The relation of stressful life situations to the concentration of 
ketone bodies in the blood of diabetic and non-diabetic humans, J. clin. Invest., 1950, 
29, 754-769, with permission.) 
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Ficurr 11-6. The effect of a stressful situation upon a diabetic subject whose 
initial ketone level was higher than 1.5 mg. per cent. A marked rise in the ketone 
level is evident during stress followed by an equally great fall with reassurance. The 
polyuria and glycosuria associated with the rise in blood ketones may be compared 
with that of the control study on the same subject shown in Figure 11-5 above. (Re- 


printed with permission from the Journal of Clinical Investigation, 1950, 29, 754- 
769.) (28) 
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It has been emphasized that an adequate approach to illness involves 
dealing with a number of relevant factors. In the three clinical cases 
just presented, this multiplicity of relevant factors is implied. For 
greater explicitness we should mention additional factors which need 
consideration in these three diseases but which are not readily apparent 
from the material thus far presented. In diabetes and hypertension 
there appear to be significant familial or genetic factors. In all three 
diseases there are sex differences of importance; and in hypertension 
there are striking racial differences, as there are in diabetes. The phys- 
iologic disturbances in peptic ulcer may be initiated by such stimuli as 
coffee, tobacco, alcohol, and highly spiced food. There appears to be 
a seasonal fluctuation in ulcer symptoms. Diabetes varies greatly de- 
pending upon the age of the patient at the time of onset and his nutri- 
tional state, while its course may be strikingly influenced by infections 
and operations. Thus it is clear that there are many factors which are 
important in a comprehensive approach to disease. They are distributed 
among the major areas of the scheme in Figure 11-1, and they may be 
of importance separately or summatively. 


The Problem of Specificity 


To refer again to the three cases just discussed, it should be pointed 
out that the adjustive techniques and other personality attributes of the 
patients are in no way to be considered representative of all patients 
with each of the illnesses considered. Whether specific personality 
patterns exist for each such disorder has been a matter of much recent 
consideration. The problem of specificity may be stated in the form of 
a question. Why is it that certain people respond to life stresses with 
duodenal ulcer, while others respond with elevated blood pressure, some 
with both, and still others with neither? From the presentation thus 
far and from an analysis of Figure 11-1, it becomes apparent that the 
factors which determine the specificity of the physiologic response to 
stress are to be found in the area of the individual's state at the time of 
exposure to stress. Such specificity factors are multiple, and may be 
genetic or acquired. At the present time the relevant factors in any 
given physiological or behavioral response have not been completely 
defined, although there are a number of general theories designed to 
account for the facts. It should be said that in terms of the way these 
theories have been propounded thus far, they are not necessarily mutually 
exclusive. In addition most of the theoretical work has not been sup- 
ported by controlled observation or experiment. 

The theories extend from those which attribute the characteristics of 
specificity to genetic determinants (15) to theories which propose that 
early infantile and childhood experiences result in certain "nuclear con- 
stellations" (1), which in turn are associated with the specific physiologic 
responses. But Alexander, who holds the latter view, considers constitu- 
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tional factors of importance. The experimental observations of Lacey 
and VanLehn (35) have led them to the view that "the variety of the 
individual patterns (of response to ice water) found is the result of the 
total life experience of the individual plus physiological factors that are 
gene-determined.” Grace and Graham (19) believe that specific atti- 
tudes (attitudes being defined in a particular way) are associated with 
specific physiologic functions. s 

At the present time no one of these views may be considered as well 
demonstrated, and all that can be said is that any one or all of the 
contributing factors may be operating in a given situation, plus others 
as yet undefined. In addition the mode of operation of any of the 
factors is poorly understood and there has been little confirmed, con- 
trolled experimentation in the field. 


Comprehensive Medicine and the Psychologist 


It is evident from the discussion thus far that illness cannot be viewed 
in simple terms but must be regarded as a complex organism-environ- 
ment relationship. As is the case with complicated phenomena in other 
areas of human endeavor, as the body of knowledge increases, the con- 
tributions of individuals from any one field to the general area are 
necessarily incomplete and become progressively more and more limited 
in their scope. Thus it becomes increasingly difficult for a single in- 
dividual to develop the necessary skills required for a truly comprehensive 
approach to illness. 

The role to be assumed by the psychologist in this approach to illness 
poses questions which cannot, at present, be answered explicitly. The 
psychologist, like the anthropologist, social worker, and sociologist, has 
appeared relatively recently on the medical scene and is still in un- 
charted waters. But since psychologly is presumably the science basic to 
behavior disorder in the same sense that physiology is the science basic to 
pathological physiology, it is natural to suppose that the psychologist, 
because of his background, special training, and skills, should have a 
contribution to make to illness regarded comprehensively. How he is 
to make the most effective contribution is an important consideration 
and one for which there is no ready answer. 

The “team-approach” to illness is not a new one for the psychologist. 
For many years he has been a member of that psychiatrist-psychologist- 
social worker triad which has proved so important in psychiatry and, 
more specifically, in child guidance clinics. The need for a team in a 
comprehensive approach to all illness (not solely psychiatric) is an 
extension of this basic idea and involves the need for participation of 
specialists from other disciplines. Depending upon the exigencies of 
individual situations, these teams have included as members: an internist, 
psychiatrist, neurologist, social worker, nurse, psychologist, social-anthro- 
pologist and philosopher. Despite the relative newness and consequent 
lack of structure of his role in this approach, the psychologist, like the 
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other participants, has existing skills which he can apply immediately. 
In addition, he finds in this broadly defined field of illness an area of 
behavior which offers many opportunities for research and for extension 
of his current theories regarding human behavior. 

It is not the purpose of this discussion to imply that psychologists 
are not now working (and have not in the past worked) in this area. 
The fact is that they are. Instead, these comments are intended to 
stress the fact that these relatively few individuals comprise only a small 
percentage of the whole body of psychologists and that many more are 
needed in this field. Furthermore, even those who work in this broader 
area of illness have by and large restricted themselves to that area 
designated “psychosomatic medicine.” Psychological factors in such 
disabling ^nonpsychosomatic" illnesses as leukemia, terminal carcinoma, 
the infectious diseases, etc., await further study. Investigation of psy- 
chological functioning associated with nutritional deficiency, drug addic- 
tion, chronic alcoholism, chronic invalidism, etc., has only barely begun. 

An immediate and important contribution which the psychologist 
can make to the comprehensive study and treatment of the individual 
patient is that regarding the evaluation of personality factors relevant to 
his illness. This involves both pre- and post-illness factors. Since most 
patients he will be asked to evaluate will already be sick, as in the rest 
of clinical psychology, he must develop (if they do not exist) and use 
instruments which will help him determine "cause and effect" relation- 
ships. When he does not know if a particular personality characteristic 
antedated the present illness and he cannot determine by his specialized 
techniques “cause-effect” properties, he can, of course, speak only of a 
correlation between present illness and presently determined personality 
factors. The reading of published reports will reveal that this last 
statement is a necessary caution. 

Regarding this broad problem of personality factors and illness, 
several other important cautions should be mentioned, The first in- 
volves the question of "types" of personality and their relationship to 
illness. ‘There is much published material on the particular complex of 
personality characteristics which make up the so-called “ulcer person- 
ality,” for example. Individuals in this group are typically distinguished 
from other groups comprising the “hypertension personality” or “asthma 
personality.” For every postulated psychosomatic disease there are 
described attributes which define this “type.” Data for the conclusions 
regarding the existence of types have generally come from two sources: 
psychoanalytic interviews, on one hand, and the results of studies with 
projective tests on the other. Critical inspection of the research design 
and the data from which these conclusions are drawn indicates that 
these conclusions are untenable. Some of the reasons for this statement 
will be given below. In general, one is struck by the fact that the status 
of typology in this area is subject to the same uncertainties as in the field 
of the relationship of body-build to illness, despite the recent renewal 
by Sheldon (56) of interest in this latter problem. 
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Inasmuch as a number of psychologists and other investigators are 
currently conducting research of this kind, it may be helpful to review 
the main trends which seem to be emerging. All research in this field 
has been roughly of four types: (1) the "shotgun" approach to the 
single case; (2) the "shot-gun" approach to a single group (hyperten- 
sives, for example); (3) the “shotgun” approach to a single group and 
the use of another group (or groups) as control(s); and (4) the setting 
up of a specific hypothesis (or set of hypotheses) regarding the per- 
sonality characteristic(s) of a single group (rheumatoid arthritics, for 
example) and the testing of only this hypothesis (or hypotheses) to the 
exclusion of all other data, with the appropriate study of other groups 
as controls. 4 

The "shotgun" approach is an old one in research. Clinical psy- 
chologists, because of the myriad factors which they can evaluate simul- 
taneously by use of projective techniques, have been especially vulnerable 
to this mistake. On the basis of the results of a single administration 
of one or several personality tests to a single patient (one suffering from 
hypertensive cardiovascular disease, for example) a theory of personality 
is formulated for all patients of this “type.” The important factors of 
the subject’s state at the time of evaluation, his motivation for taking 
the tests, the effect of the interaction between the examiner and the 
patient, and “chance factors” involving the use of a single case, tested 
once, as well as many other considerations make any conclusions from 
this type of study next to worthless. 

Further deficiencies of the “shot-gun” approach are seen more clearly 
in those cases in which only one group, hypertensives, for example, is 
studied without the use of control groups. Although this type of re- 
search is clearly superior, in this instance, to the study of the single 
patient, some shortcomings are nevertheless involved. The conclusions 
drawn from the data apply only to this group of patients, when examined 
by this particular psychologist, and can only be generalized (if other 
requirements have been met) to other patients of this type when ex- 
amined by this psychologist. Certainly these data alone do not permit 
comparison with other illness groups nor do they permit comparison 
with norms based on nonsick populations, unless the data for these are 
specified, as, for example, using the findings of Beck et al. with a normal 
group of Spiegel employees (5). 

The question of the effect of the interaction of this particular psy- 
chologist with these patients upon the responses which these latter give, 
and the resultant global personality picture arrived at as a result of these 
responses, is clearly seen in this type of research. Some psychologists, 
for example, characteristically obtain more color responses from their 
patients than do their colleagues. Clearly, any formulation of person- 
ality characteristics of a single group has confounded the examiner- 
patient interaction variable with the group characteristics, making 
conclusions concerning the group difücult, if not impossible. 
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For those investigators who have maintained that the results of their 
study of a single group haye confirmed theories independently derived 
by psychoanalysts and other theorists, one further caution is necessary. 
It is a fact that unless one specifies in advance exactly and in great detail 
which elements of his data (we admit its complexities) he is using to 
establish his conclusions, any interpretations he draws from the infinite 
number of possible interrelationships of his variables are probably biased. 
A method of avoiding this difficulty might be the use of an examiner, 
who is naive with respect to the problem being examined, for admin- 
istering and interpreting the tests. His interpretations might now be 
compared to independently derived theory. 

While clearly superior to these two types of research, that charac- 
terized as "the ‘shot-gun’ approach to a single group and the use of 
another group (or groups) as controls," also poses some special problems 
which typically are not handled by the research designs published to 
date. The patient-examiner interaction variable can be assumed to be 
constant in the two groups and thus cancels itself out. Unlike the 
situation involving a single case, the use of a larger number in each 
group minimizes the chance of a deviate's exerting undue influence on 
the results, and this is another advantage of this research design. 

There are three major errors possible in this design. The first is a 
methodological error which has appeared in clinical psychological re- 
search since the introduction of projective techniques for the assessment 
of personality functioning. This error arises from the necessarily global 
bases for the interpretations which are made from the obtained protocols. 
Since there are no “fixed rules” to guide the clinician, his interpretations 
are based mainly on subjective norms which he has acquired through 
years of experience with the particular tools. The skilled clinician 
dealing with the individual patient can, after a number of years of 
experience, take this subjective factor into account and thereby minimize 
the influence of his own personal needs on his interpretations. This 
factor is extremely difficult to compute when this same clinician, now 
turned researcher, faces the problem of interpreting the results of his 
global findings in the light of his own unverbalized hypotheses as to 
how he “expects his data might come out.” Some psychologists recog- 
nize the possible influence of these “biases” and state their criteria for 
distinguishing between two groups in advance, where possible; and, 
where it is not, give their data to uninvolved but trained judges to in- 
terpret in an effort to establish the reliability of their own interpreta- 
tions. Even a casual review of the published literature will reveal that 
this procedure is the exception rather than the rule. 

The second possible type of error involves the multitude of compari- 
sons which are usually made in comparing, for example, the Rorschach 
protocols of two groups. Oftentimes literally hundreds of comparisons 
between variables will be made between the two groups and then much 
will be made of a few obtained differences. The only caution which 
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need be made, this not so much for psychologists as for those investiga- 
tors not familiar with statistical theory, is that one would expect, out of 
100 comparisons, five of these to be significant at the 5 per cent level 
of probability and one to be significant at the one per cent level, by 
chance alone. Wilkinson (61) has summarized for easy reference tables 
which are designed to aid the investigator in determining the probability 
that his obtained number of significant differences is a nonchance affair. 

'The third possible error involves the use of an inappropriate control 
group or an insufficient number of control groups. The excellent review 
by Bell, Trosman, and Ross (6) which includes, among other things, 
summaries of the subjects and control groups of some 45 studies in this 
field clearly indicates the pitiful lack of adequate controls used in pub- 
lished research. The number of studies failing to include a nonsick, 
“normal” control group is surpassed only by those studies using no 
control group at all. 

Finally, in concluding the discussion of these three of the four types 
of research which have been emerging, it should be pointed out that the 
comments made were meant to exclude those researchers who, recogniz- 
ing the shortcomings of the stated approaches, nevertheless used one or 
another for purely exploratory purposes. It is well recognized that many 
fruitful hypotheses which are later checked do develop from “shot-gun” 
research. The comments, just presented, apply only to those studies 
which have been published without this purpose implicitly or explicitly 
considered. 

The fourth trend in research is one which has clearly grown out of 
the other three. It involves the investigation of a specific hypothesis 
regarding the personality characteristic of a single patient group. Draw- 
ing upon theory or the results of previous studies an hypothesis is set 
up; the ways of testing this are decided and criteria for objectification 
of the data are worked out; the patient and suitable control groups are 
examined; and the resulting data are evaluated on only the stated 
variables and in the stated ways. All other findings, if any, are of sec- 
ondary and incidental interest. The studies by Klehr on rheumatoid 
arthritics (32) and Matarazzo on hypertensives (37) are of this type. 
It is of interest that the projective test data from both of these studies 
failed to confirm the hypotheses which had evolved from current theory. 
These results should be compared with the overwhelmingly positive find- 
ings of the vast majority of the “shot-gun” studies reviewed by Bell, 
Trosman, and Ross (6). 


Summary 


. Summarily it can be said that some progress has already been made 
in the study of personality factors in illness. There are many fruitful 
hypotheses, but established facts are few. The whole field is likely to 
attract more psychologists in the years to come. This will be especially 
so when physicians become even more aware that an evaluation of 
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personality strengths and weaknesses can be as important in the care 
of a particular patient as an evaluation of his vital signs. The research 
psychologist also will find this area a fruitful one. As one studies Figure 
11-1, p. 293, one sees potentialities for research. The relationship be- 
tween the first two factors—the state of the individual at the time of 
exposure and the cue (or stress) to which he is exposed—involves the 
familiar problem of perception. The experimental studies by Richter 
(47), Beach (4), Bruner (8), and others have many wide applications 
to perception in illness as well as in health. The sick person presents an 
altered state which cannot but influence, in many cases, his perception. 

The relationship between cue and physiological changes is important 
not only because of the relations clearly demonstrated by Wolff and his 
students, but because in this relationship may be found evidence for the 
two-factor theory of learning postulated by Mowrer (41). If it can 
be conclusively shown that the connection between physiological altera- 
tions and cue do not involve drive reduction but are dependent upon 
conditioning by contiguity in time, then this theory will be markedly 
strengthened. The recent attempt at the experimental conditioning 
of leukocytosis by Gantt * is pertinent in this connection. 

The question of suggestibility in hysterics can be seen as a problem 
involving the evocation of the same behavior (further response, Figure 
11-1) to definably different cues or stresses. This is clearly a problem 
in stimulus generalization and should not be too difficult to attack 
experimentally. The relationship of further responses to factors dealing 
with the “state of the individual at the time of exposure” can be easily 
studied in modern medical centers. "The study by Caldwell and Watson 
(9) of the influence of sex hormone replacement upon behavior (intel- 
lectual and otherwise) in a population of aged women is an example of 
this type. A study, currently planned by the writers, will investigate 
the relationship of states of circulatory failure to visual-motor perform- 
ance, and will provide another example of this approach. The study 
by Mensh et al. (39) on psychological functioning following cerebral 
hemispherectomy represents still a third. 

Finally, an area holding great promise is the evaluation of changes 
in the configuration of further responses (such as one’s self concept, 
for example) following such events as (1) the diagnosis of malignant 
disease; (2) the successful or unsuccessful treatment of tuberculosis, 
carcinoma, etc. (3) plastic surgery (does the self concept really 
change?); and (4) diagnosis and correction of aniseikonia, for example. 
These are but a few of the many possible studies in which changes in 
one’s self concept can be evaluated following the diagnosis, study, and 
treatment of medical illness. In each of these studies the promising 
techniques of Q-sort, Self-Other Scale, and others currently being used 
by Carl Rogers (48) and his group will be readily applicable. Thus by 
careful psychodiagnostic examining and through the application of the 


2 Personal communication, January 23, 1953. 
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rigors of the scientific method to research problems can the psychologist 
contribute optimally to medicine.* It is within these major areas that 
the problem approach in the hands of the psychologist will prove most 
fruitful. 
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Chapter 12 
THE PHYSICALLY HANDICAPPED 


By Sranrey S. Manzorr, Pu.D. 


The Problem 


Te IMPORTANCE of sensory and motor function and the integrity 
of the entire neural apparatus for daily living is usually overlooked. 
However, even mild degrees of functional deficiency may unobtrusively, 
yet most assuredly, interfere with efficient living. Manifestly severe 
deficiencies in structure and impairment of function quite obviously 
present serious obstacles to optimal self-realization. 

The Baruch Committee on Physical Medicine, reporting in 1946, 
estimated that there were then in the United States 23,000,000 disabled 
persons, and in 1950 Linck placed the estimate at 28,000,000 (67). 
‘These estimates include the chronically ill and the aged. In 1943 the 
U. S. Public Health Service estimated that there were 16,000,000 disabled 
persons of working age, other than the institutionalized and those who 
were “essentially invalids.” It is possible that these estimates are high, 
but even if the most conservative estimate that only 3 per cent of 
the population is disabled is correct, we have between four and five 
million in the United States (41). We are constrained by economic 
if not humane considerations to be concerned with the welfare of these 
persons. 


The Clinician’s Problem. Diagnosing present difficulty, predicting 
probable educational or vocational accomplishment, and assisting the 
individual toward achieving self-realization are activities in which the 
clinician engages. Physical handicap may call for the exercise of any or 
all of these functions or be involved when some other problem is the 
focus of attention. 

Instances where a physical handicap is not the focal problem but 
where it has etiological significance for some other problem occur quite 
frequently. Children referred because of poor social adjustment to their 
peers or to adults may have an unrecognized physical disability, such as 
poor vision or a hearing loss, which at least indirectly is a contributing 
factor in their behavior. Other children, referred because of educational 
retardation presumed to be the consequence of intellectual dullness, 
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are often found to suffer from a visual or auditory defect which has 
interfered with learning. The fact that a crippling condition is so minor 
as to be scarcely noticeable to the casual observer cannot be taken as 
an indication of its insignificance for the one who has it. In vocational 
planning, minor defects must be recognized and considered, for they 
may have major importance for some jobs; the color weak individual is 
virtually incapacitated for tasks requiring precise color discrimination. 

Children who have severe handicaps need psychological study in order 
that intelligent plans and procedures for their education may be fol- 
lowed. Older handicapped youth are confronted with an especially 
difficult problem of vocational choice and are particularly in need of 
factual knowledge concerning the abilities they have. Adults who are 
handicapped through war or,accidental injury need considerable assist- 
ance in reorganization and rehabilitation, a process that often must 
have therapeutic counseling as its principal and basic element. 


Necessary Knowledge and Skill. In order to function at the highest 
professional level in any clinical activity, the psychologist must be 
familiar with the behavior limitations that may result from disability 
and also the physiological disabilities that may account for manifest 
behavior anomaly. 

The clinical psychologist must, of necessity, be familiar with medical 
and physiological terminology if he is to be able to understand health 
records and medical reports. The psychologist never uses these technical 
terms in reports to or in conversation with his clients, unless the client 
is known to be familiar with the terms. Careless and unnecessary use 
of technical medical terminology, or psychological terminology for that 
matter, only complicates the clinical interview and runs the chance of 
engendering needless fears, fostering feelings of inadequacy, or hypo- 
chondriacal glee. 

When working with those in whom a handicap is severe and con- 
stitutes the central problem, it is often necessary to use special tests and 
techniques of testing; some attention will be paid to these matters. 
Counseling the severely handicapped requires adherence to the same 
objective, accepting attitude that must underlie all counseling, although 
in this situation the conditions that thwart objectivity are especially 
prominent. 


Physiological and Medical Aspects of Disability 


Sensory Handicaps. It is rather obvious that severe visual impair- 
ment is a handicap to daily living, but it is not so obvious how slight 
functional deficiencies may affect performance. As a consequence, 
relatively minor visual defects are often unrecognized for what they are 
and deficiencies in adjustment are erroneously blamed on other factors. 
Any degree or kind of visual defect is likely to have consequences for 
adjustment, and severe handicap is a major problem of adjustment in 


itself. 


316 AN INTRODUCTION TO CLINICAL PSYCHOLOGY _ [12 


Precise knowledge of the extent of visual defect in the population 
does not exist, but a number of surveys have been made over the years 
and reasonably reliable estimates are available. In 1924 Collins (18), 
who examined over 9,000 school children under 16 years of age, stated 
that 27 per cent were visually deficient. Wood (112), in 1930, reported 
that about 21 per cent of 982 preschool children suffered from some 
degree of reduced visual acuity. In 1931 reports to the White House 
Conference on Child Health and Protection (108) led to the estimate 
that 0.2 per cent of the school population was partially sighted while 
0.05 per cent were blind. In 1945 the Illinois Commission for Handi- 
capped Children (52) estimated that 20 per cent of the school popula- 
tion had some degree of visual defect and gave the same estimates for the 
number of partially sighted and blind as reported by the White House 
Conference. In 1945 a survey of over 80,000 school children in New 
York State showed the incidence of visual impairment to be 205 per 
thousand (72). Undoubtedly mild defects, in fact all degrees of im- 
pairment, are more numerous in the adult population. It is among 
children, however, that mild defects are most likely to be unrecognized 
and have the most severe consequences. A reasonably accurate estimate 
of the extent of blindness in relation to age is shown in Table 12-1. It 
is of special interest to note that nearly two-thirds of all blind persons 
are estimated to be over 60 years of age. 


TABLE 12-1 
Estimarep Numer or BLIND IN THE Unrrep SrATES, CrassiFIED BY AGE Groups * 


Age Group Number Per Cent 
Under 5 years 1,094 0.5 
5-19 years 8,390 37 
20-59 years 76,205 33.1 
60 years and over 144,311 62.7 
Total 230,000 100.0 


" Reprinted from Paul A. Zahl (Editor), Blindness: modern approaches to the 
unseen environment (113), with permission granted by the Princeton University 
Press, Princeton, N. J., publishers. 


On January 1, 1951, there were 5,710 blind pupils registered in 52 resi- 
dential schools and 985 in 30 public school classes for the blind. Ap- 
proximately 8,000 partially sighted children were being educated in 676 
sight-saving classes in 241 cities in 37 states (24). Defective color vision 
is not ordinarily included in estimates of the incidence of visual defect. 
This deficiency occurs in about 4 per cent of males and 0.4 per cent of 
females. 

Visual defects range from slight reduction in acuity to complete 
blindness (amaurosis). The many varieties can be classified as those 
associated with (1) defective refraction, (2) anomalies of the eye parts, 
and (3) dysfunction of the external ocular muscles. Selected visual 
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defects from each of the three groups, together with others not readily 
classifiable, will be described below. 

The meaning of visual acuity requires elaboration. Visual acuity is 
the minimum separation between two lines that can be detected. It is 
customary to express the degree of acuity as the ratio of the distance at 
which a test object is viewed to the distance at which it can be correctly 
recognized by the normal eye. Normal acuity is the ability to see a 
separation that subtends a visual angle of one minute. The best known 
procedure for testing this is the Snellen Chart, or some modification 
of it. Such charts consist of lines of letters, numbers, or other objects. 
The size of the objects on any one line is the same, but the sizes vary 
from line to line, as shown in Figure 12-1. The objects on one line are 
just large enough to be recognized at 20 feet by the normal eye, and 
the objects on other lines are such as to be recognizable at 10, 30, and 
other distances, up to 200 feet. Standard practice is to view the chart 
from a distance of 20 feet. At this distance the 20-foot-line test object 
subtends a visual angle of five minutes (1/12 degree). If the subject 
can, at 20 feet, correctly identify the objects on the 20-foot line, his 
vision is said to be 20/20, or normal. If, on the other hand, the subject 
can read only the 70-foot line (or greater), his vision is said to be 20/70.* 
Each eye may be tested separately.? Two devices, the Keystone Tele- 
binocular * and the Massachusetts Vision Test* have been developed 
for use in the schools by teachers and nurses for survey purposes. For 
industrial use the Ortho-Rater * has been developed. The psychologist 
who works in a situation where he does not have access to eye examina- 
tion results should familiarize himself with the one of these instruments 
which seems most appropriate for his needs. The use of any such instru- 
ment must be limited of course to the discovery of the need for referral 
to an ophthalmologist. Where disability benefits may accrue to an 
injured person, as in the case of industrial accidents, vision testing 
requires that one be alert for the malingerer (58). 

The most common cause of reduced visual acuity is a defect in the 
eye's refractive function. An eye in which such defect exists is called 


1 Ophthalmologists often prefer to designate acuity in meters. In these units nor- 
mal acuity is 6/6 and 20/70 is roughly equivalent to 6/21. Deficient acuity may be 
designated as a per cent of normal vision, as follows (58): 


Snellen notation Visual efficiency, per cent 
20/20 100.0 
20/35 87.5 
20/70 64.0 
20/100 48.9 
20/200 20.0 


2 For more detailed procedures in the use of a test chart, see G. M. Whipple, 
Manual for mental and physical tests—simpler processes. Baltimore: Warwick & 
York, 1924, Test 14: Visual acuity. 

8 Keystone View Company, Meadville, Pa. 

4 Welch Allyn, Inc., Auburn, N. Y. 

5 Bausch & Lomb Optical Company, Rochester, N. Y. 
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Figure 12-1. Visual acuity test charts. (Courtesy of the National Society for the 
Prevention of Blindness and the Welch Allyn Company, Auburn, N. Y.) 
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ametropic. In the normal (emmetropic) cye the structural arrange- 
ments are such that when fixating a remote object the lens is relatively 
flat, the ciliary muscle is relaxed, and the light rays come to focus on 
the retina. There are four kinds of refractive defect: hyperopia, myopia, 
presbyopia, and astigmatism. 

Hyperopia (sometimes termed hypermetropia), farsightedness, re- 
sults when the light rays fail to focus upon the retina because the eyeball 
is too short for the resolving power of its relaxed lens. The accompany- 
ing symptoms include eyestrain (asthenopia) involving pain in and 
around the eyes, headache, fatigue, vertigo, and occasionally diplopia 
(double vision). Since it is possible, at least temporarily, to adjust the 
lens of the hyperopic eye for near vision, the defect will be overlooked 
by superficial testing. Hyperopia can be corrected by wearing properly 
prescribed double convex or “plus” lenses. Myopia (near-sightedness ) 
exists when the eyeball is too long for the resolving power of its lens. 
In consequence of the disparity, the image formed by a distant object 
could be clearly in focus only if the retina were moved forward a bit, 
a feat which cannot be performed by the human eye. The myopic 
person, having a lens that is always relatively too thick, can see clearly 
only if objects are brought close to his eyes, and in severe cases even 
this adjustment proves inadequate. The most obvious symptoms are 
holding reading matter close to the eyes and failure to recognize friends 
at a distance. Myopia can usually be corrected by wearing glasses which 
have double concave or "minus" lenses. Astigmatism results from 
distortions at the corneal and lenticular surfaces. Astigmatic visual 
experience is somewhat akin to that of looking through a window pane 
in which there are imperfections and through which imperfections ob- 
jects seem twisted and distorted. Cylindrical lenses worn in relation to 
the axis of astigmatism correct this defect in most instances. Presbyopia 
is the far-sightedness of old age and results from reduced elasticity of the 
lens. The condition develops gradually from middle age onward and 
leads those in whom it is well developed to say, “There is nothing wrong 
with my eyes; my arms are too short,” for their eyes can no longer ac- 
commodate for near vision. Ordinarily “plus” lenses are required for 
reading, but those who have been hyperopic usually require bifocals, 
which provide a correction for both far and near objects. 

Accidental injury to the eye is most likely to damage its frontal 
surface, the cornea, and leave scar tissue. Even minor injuries may 
become infected and ulcerous, a condition known as keratitis. Often 
the body’s capacity for attacking infection may be reinforced to the 
extent that the condition will be alleviated and arrested. Sometimes 
surgical measures may be taken with good results, but sometimes the 
damage may progress to the point where the cornea becomes perforated 
and the eye must then be enucleated. Keratitis is manifested in a 


6 The power of the lens is measured in diopters. A lens of one diopter has a 
focal length of one meter. 
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corneal opacity which, if located over the pupil, will of course obscure 
vision. 

Perhaps the most commonly known structural disorder of the eye is 
the cataract, an opacity of the lens which interferes with vision. Cataracts 
apparently result from a variety of etiological factors, all of which have 
the effect of altering the physical and chemical processes in the colloid 
system of the lens. A cataract may develop slowly and never become 
particularly serious, If and when they do become serious, surgical re- 
moval is the only treatment. In older people the entire lens must be 
removed and the eye fitted with a cataract lens. Trachoma is an infec- 
tion of the conjunctiva which, if unchecked, will produce opacity of the 
cornea and blindness. 

Most retinopathies are associated with general systemic conditions 
such as hypertension, kidney dysfunction, and diabetes. In some cases, 
as for example diabetes, improved means of maintaining life has the 
effect of increasing the number of elderly blind. Retinitis pigmentosa is 
a chronic progressive degeneration and atrophy of the retina with a 
characteristic deposit of pigment. Retrolental fibroplasia is a congenital 
abnormality which, although not newly discovered, has recently become 
important because of the increased viability of premature infants. Some 
of these infants, who formerly would have died, have this condition— 
an opaque membrane back of the lens—and are generally blind. Occa- 
sionally the retina becomes detached from the rear surface of the eyeball, 
with blindness as the ultimate result. A glioma is a malignant tumor of 
the eye, which destroys its function. Glaucoma is a condition resulting 
from an increase of intra-ocular pressure, with subsequent deterioration 
of the retina and blindness. Amblyopia is a somewhat indefinite term 
applied to a variety of conditions but particularly to reduced acuity 
resulting from toxic agents. A number of retinal and optic nerve abnor- 
malities result in distortion of the visual field. Tunnel vision is reduced 
peripheral sensitivity of the retina and is best described as the ability to 
see clearly only those objects directly in front of the observer. Central 
scotoma (darkness) is a reduction of sensitivity in the central area of the 
retina only. Hemianopsia is diminished acuity of one-half of the retina. 
Diminution of sensitivity to different wave lengths of light results in 
faulty discrimination of hues and is popularly known as color blindness. 
It is more correct to speak of color weakness, since loss of chromatic 
sensitivity may exist in varying degrees from slight to severe. “It is not 
uncommon for individuals to be unaware of the fact that they are color 
weak. The best known test of color sensitivity is the Ishihara Color 
Perception Test. 

The external or extrinsic eye muscles are those which move the eyeball 
and control the coordinated use of the two eyes. Squint or strabismus 
(cross-eyedness) results from the failure of one or more of these eye 
muscles to function properly, with the result that the axis of one eye 


7 Chicago: C. H. Stoelting Co. See Elsie Murray, Color blindness: current tests 
and the scientific charting of cases, Psychol. Bull., 1942, 39, 165-172. 
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deviates from its normal position. Diplopia is present, but eventually 
the image of one eye is suppressed and the eye may become amblyopic. 
Refractive correction, exercise, and surgery are the possible treatments, 
The cosmetic effect of squint is a handicap in addition to its effect upon 
vision. The heterophorias are defects in the coordinated use of the 
two eyes. They may be corrected by the use of prism lenses, by exercises 
(orthoptic training), or, in extreme cases, by surgery. 

Mild hearing loss is likely to be unrecognized, just as is mild visual 
impairment, but while a severe visual handicap is virtually certain to be 
recognized for what it is, the behavior resulting from a severe hearing 
loss is often blamed on anything but hearing defect—all too often upon 
assumed low intelligence. It is probably not accidental that two men 
associated with the earliest attention to the training of the feebleminded, 
Itard in France and Saegert in Germany, were workers with deaf mutes. 
Recently Curry (20) found that teachers were only about 7 per cent 
efficient in discovering those children in their classes who had at 
least a 30 decibel 8 hearing loss. Ersner (29) states that in 1951 there 
were approximately 22,000,000 persons in the United States under 35 
years of age with some form of hearing impairment. If we estimate the 
total number in this age range as $1,000,000, the rate is approximately 
2,720 per 100,000. Ersner also states that 3,000,000 of these are children. 
Marvil (71) estimates the number of hard-of-hearing school children as 
2,500,000. Dahl (23) reviews a number of estimates of hearing loss 
and notes wide discrepancies which she attributes to differences in the 
criterion of loss, in the precision of testing, and to the adequacy of 
samples. The number of totally deaf is estimated by Ersner to be 
100,000 and by Marvil to be 150,000. Marvil estimates that 75,000 are. 
deaf mutes. Bachman (3), using data from the 1935-36 National Health 
Survey, estimates that in the 1950 population there were 1,900,000 hard- 


8 The pioneering work in 1922 by H. Fletcher (Speech and hearing, New York: 
Van Nostrand, 1929) has provided the audiologist with a standard, although arbi- 
trary, technique for expressing the amount of hearing loss. He suggested that for 
convenience an arbitrary zero value of sound energy be chosen as a reference point. 
For the expression of intensity in unit values, Fletcher recommended the use of the 
intensity ratio called the bel, in honor of the inventor of the telephone. The bel 
has been divided into 10 units, each of which is called a decibel, and which is ex- 
pressed as a ratio as follows: 


I 
db — 10 logioq-; 
o 


where I, is the arbitrary reference level in energy units and I, is the intensity value 
of a second sound measured in like units. This logarithmic relationship is the well- 
known Weber function. Within recent years Ij has been selected as roughly equiva- 
lent to the lower threshold of human hearing, for frequencies ranging from about 
800 to 4,000 cycles per second. Figure 12-2 summarizes these measurements in 
relation to human hearing. For purposes of claims for disability compensation, hear- 
ing loss can be expressed in per cent. The person whose audiogram is shown in 
Figure 12-3 has a 10 per cent hearing loss, using the procedure accepted by the 
Council on Physical Medicine and Therapy of the American Medical Association 


(57). 
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Ficure 12-2. Schematic representation of intensity and frequency character- 
istics of the human ear and loudness of sounds. (Reprinted with permission granted 
by The Maico Company, Inc., Minneapolis, Minn.) 
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ofhearing and 170,000 totally deaf persons. In 1948 reports from 287 
cities in 39 states showed 13,977 pupils enrolled in special classes for the 
deaf and hard of hearing. In 1947 there were 79 public and private 
residential schools with an enrollment of 12,971 in 45 different states 
(100). It has been estimated that 300,000 veterans of World War II 
will become hard of hearing before 1967 (79). 

Auditory handicaps range in degree from minimal loss in acuity to 
extreme hearing loss. When auditory acuity is so poor as to be of no 
functional utility, the person is said to be deaf (anacusia). This degree 
of defect is usually a binaural loss of at least 60 dbs. Those with binaural 
hearing loss of from 20 to 60 dbs. are said to be hard of hearing. In no 
case are these decibel limits to be considered as precisely definitive. 

Hearing loss may be either perceptive or conductive. There are many 
causes of each type. The most frequent cause of the conductive type 
is otitis media, wherein an infection penetrates the middle ear through 
the eustachian tube, the resulting pressure serving in some cases to 
rupture the ear drum. When the external ear canal (meatus) becomes 
impacted with wax (cerumen), a hearing loss may exist. Sometimes 
the bones of the middle ear (ossicles) become ankylosed, that is, rigidly 
fixed together so that they cannot transmit the vibrations from the ear- 
drum (tympanum) to the oval window (fenestra ovalis) of the cochlea. 
Other cases of hearing loss are due to otosclerosis, a condition which 
exists when one of the ossicles, the stirrup (stapes), becomes ankylosed 
in the oval window. The perceptive type of hearing loss results from 
damage or maldevelopment within the cochlea or from lesions of the 
auditory branch of the eighth cranial nerve. 

Defects of hearing may be either congenital or acquired (adventi- 
tious). Congenital defects may be hereditary. Macklin (69), from a 
recent study of deafness in children at a school for the deaf, concludes 
that heredity is a more frequent cause of deafness than has been sup- 
posed. Stephens and Dolowitz (96) report that 62 members in a family 
of 319 in six generations suffered from hereditary nerve deafness in 
varying degrees of severity. When maternal rubella occurs during 
pregnancy, especially between the sixth week and the third month, 
deafness is likely to result (77). Other causes of congenital hearing 
defect are intrauterine or neonatal meningitis, congenital syphilis, birth 
trauma, drugs given the mother during pregnancy, and birth anoxemia. 

There are many ways in which acoustic handicap may be acquired. 
Lancaster (60) cites evidence to the effect that deafness appeared in 
epidemic form in Australia among children born in 1899, 1916, 1924, 
1925, and 1938-41. He states further that there is presumptive evidence 
that all of these epidemics, with the exception of that in 1916, were 
caused by antecedent epidemics of rubella. Glorig (37) claims that 
streptomycin and dihydrostreptomycin, if given in sufficient quantity, 
may cause irreversible changes in both divisions of the eighth nerve. 
Recent studies indicate that the Rh factor may be responsible for some 
cases of hearing loss (34). Adventitious hearing loss may be caused 
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by scarlet fever and meningitis (8). Accidental injury and industrial 
noise are also responsible for some acquired auditory loss. It is note- 
worthy that hereditary defects are not necessarily congenital; an heredi- 
tary defect may not become manifest until adult life or even old age. 
Hearing loss may be binaural or monaural. An illustration of the 
former is shown in the audiogram in Figure 12-3. A hearing loss, 
whether monaural or binaural, is seldom if ever uniform at all frequen- 
cies. Losses may be pronounced at low, middle, or high frequencies. 
The type of audiogram obtained may give an indication of the etiology 
of the loss. A high frequency loss such as is shown in F igure 12-4 is 
typical of old age, and in Figure 12-5 is shown the disparity between air 
and bone conduction audiograms found in a conductive type loss. 
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FicunE 12-3. Audiogram of a 21-year-old college man who has only residual 
hearing in the right ear. (Chart reprinted with permission extended by The Maico 
Company, Inc., Minneapolis, Minn.) 


_Tone deafness refers to reduced ability for differential pitch dis- 
crimination. Complete inability to discriminate pitches seldom exists 
and thus the term “tone deafness” is usually inaccurate. Most people 
can distinguish a pitch difference of only four double vibrations but 
some may discern a difference of less than one double vibration. The 
pitch test of the Seashore Measures of Musical Talent, Series A, for use 
with an unselected population, presents pairs of stimuli which differ 
in frequency by 17, 12, 8, 5, 4, 3, and 2 double vibrations, while Series 
B, for use with the more talented, presents pitch differences of 8, 5, 3 
2, and 1 double vibrations. Pas 
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Ficure 12-4. Audiogram of an 82-year-old man showing a characteristic high 
frequency loss. (Chart reprinted with permission extended by The Maico Com- 
pany, Inc., Minneapolis, Minn.) 
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FicunE 12-5. Audiogram of a 14-year-old boy showing disparity between air and 
bone conduction characteristic of conductive-type loss. Bone conduction thresholds 
are shown by arrowheads, pointing left for the left ear, and right for the right ear. 
(Chart reprinted with permission extended by The Maico Company, Inc., Minne- 
apolis, Minn.) 
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The psychologist’s chief concern with testing of hearing arises from 
the importance of discovering mild, easily overlooked, or misinterpreted 
hearing losses. The possibility that relatively mild acoustic insufficiency 
is responsible for undesirable behavior manifestations, especially an 
children, should not be neglected. If the results of an adequate hearing 
test cannot be regularly obtained, the psychologist should become suf- 
ficiently competent in the use of the audiometer to use it as a survey 
instrument so as to detect those in need of otological referral. 

The old-time watch and whispered speech tests have been replaced 
by the pure tone audiometer. For survey work in the schools or in 
industry, group audiometers are available whereby as many as 40 may 
be tested at one time. The test material consists of a series of phono- 
graphically recorded two-digit numbers or two-syllable words (spondees) 
spoken at decreasing loudness levels. The individual records what he 
hears on individual record sheets. His threshold is the loudness level 
at which he succeeds on half the items. "Those whose threshold indi- 
cates a certain degree of loss, usually either 6 or 12 dbs., are referred 
for individual examination. 

Individual examination may be made with the use of a pure tone 
audiometer, which consists essentially of a resonant electrical circuit. 
This circuit may be adjusted to oscillate at various fixed frequencies so 
that, with the use of ear phones, corresponding pitches may be heard. 
The intensity of the sound is varied by means of an attenuator, or volume 
control calibrated in decibels. A device for testing hearing by bone 
conduction and for producing a masking noise for use in certain clinical 
procedures may also be provided with the instrument. Some instru- 
ments permit testing at frequencies at octave intervals, but others permit 
use of continuously variable pitches. 

The “sweep-frequency” method of testing hearing may be adequate 
for survey purposes. It consists of setting the audiometer to correspond 
toa 10 or 15 db. loss and checking the hearing at a range of frequencies. 
If the stimulus can be heard at all the selected pitches, the individual 
is said to have adequate hearing. Failure to hear at any one of the 
pitches is an indication of the need for more precise clinical testing. 

The preparation of an audiogram, such as those shown in Figures 
123 and 12-4, requires determination of the threshold at each of a 
number of pitches, usually beginning at a frequency of 128 cycles.? 
The results of such testing is a sample of the full range of hearing and 
does not tell precisely what the hearing is like between the frequencies 
tested. It is sometimes desirable to determine thresholds at numerous 
intermediate pitches. Air-condition testing is done by placing ear 
phones over each ear so that the sound agitates the air column in the 
external meatus. Each ear may be tested separately. When a loss is 
discovered, it is then desirable to test by bone conduction. A vibrator 


° Some audiometers use the following frequencies: 128, 512, 1024, 2048, 4096, 


9192, and 11,584. Others use 125, 250, 500, 1000, 2000, 4000, 6000, 8000, and 
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is placed on the postauricular or mastoid prominence so that the sound 
is transmitted to the cochlea by the cranial bones. If thresholds de- 
termined in this manner are lower than those obtained by air conduction, 
it is most probable that the hearing loss is of the conductive type; if 
there is no difference between the thresholds, the loss is probably of the 
nerve type. Figure 12-5 shows a comparison between air and bone 
conduction thresholds. 

The assumption underlying pure tone audiometry is that inferences 
about ability to comprehend speech may be made from knowledge of 
the pure tone thresholds. Sometimes, however, a speech audiometer is 
used for clinical purposes, chiefly to check upon the results of the pure 
tone examination. Live or recorded speech may be presented by means 
of controlled amplification, and a threshold of intelligibility determined. 
A number of tests and test records are available for this purpose (48, 27). 

While it is important, in the interest of arresting the progress of a 
defect, to discover any hearing loss as early in life as possible, it is obvi- 
ously impossible to use ordinary methods with children who do not yet 
have speech or sufficient intellectual comprehension of the necessary 
instructions. To meet this problem, the conditioned galvanic skin 
response and instrumental conditioning have been used (43, 48). 

There is nothing that can be done to correct nerve deafness. Certain 
kinds of conduction loss can be alleviated by medical treatment. When 
otitis media occurs, it is often desirable to puncture the tympanum 
surgically, thus anticipating a permanently damaging rupture. Excessive 
cerumen in the ear canal can readily be removed. Occasionally a delicate 
operation known as fenestration (the Lempert or window operation) is 
successful in cases of oval window defect. When a hearing loss cannot 
be alleviated by medical treatment, it may be possible to give relief 
by a properly fitted aid.'^ For greatest benefit the wearer must 
be trained in its use. 

Defects in sense modalities other than vision and hearing are rare. 
When defects in taste, smell, kinaesthesis, the static sense, and others 
occur, they are usually medical problems, since they are either symptoms 
of complex neurological disorders or components of symptom clusters 
(syndromes) discussed in Chapters 14 and 15. 

Kinaesthetic sensitivity is necessary for maintenance of muscular 
tonicity and the orientation of body parts in space. Should the neural 
pathways in the dorsal portion of the lumbar segment of the spinal cord 
be injured or infected, proprioceptive impulses from receptors located in 
the trunk and leg muscles fail to reach the cerebral cortex. Walking 
becomes more and more uncoordinated; this condition may result from 
neurosyphilis and, if so, is known as locomotor ataxia or, because of the 


10 A newly developed specialty closely related to clinical psychology is audiology. 
The audiologist determines auditory capacities, fits hearing aids, recommends appro- 
priate speech training, and assists in psychological adjustment to hearing defect 
(78). See also Ira J. Hirsh, The measurement of hearing (New York: McGraw- 


Hill Book Co., Inc., 1952). 
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location of the lesion, tabes (wasting) dorsalis. In this condition the 
upright position of the body cannot be maintained with the eyes closed; 
the patient falls or sways, the Romberg Sign. Should the lesion within 
the dorsal portion of the spinal cord become more extensive, insensitivity 
to touch and pain in the lower extremities may result. Figure 12-6 is 
illustrative of two loci of cord lesion. 


Ficure 12-6. Diagrammatic sketch of the spinal cord showing areas involved in 
tabes dorsalis (B) and anterior poliomyelitis (A). 


Disorders in the sense of equilibrium are occasionally encountered in 
association. with auditory defect of the perceptive type. Infectious 
disease is one common cause of such symptoms as nystagmus, vertigo, 
gastric disturbance, pallor, perspiration, and falling toward the affected 
side—symptoms often observed in acute motion sickness. The nystagmic 
response may be entirely absent or, conversely, continuously present. In 
either instance precise judgment of position and body balance is difficult. 
Persistence of such symptoms obviously precludes success in certain 
highly specialized vocational activities. One vestibular syndrome is 
known as Méniére's Disease. 

Loss of sensitivity to taste and odor stimuli (ageusia and anosmia, 
respectively) occur occasionally. Except for certain occupations, these 
deficiencies have little adjustive significance. They are, however, of 
considerable import when found, along with other symptoms, to com- 
prise diagnostic signs pointing to the locus of brain damage or tumorous 
growth. The neurologist, accordingly, investigates any reported gradual 
or rapid loss in receptor sensitivity. 

Disorders of the cutaneous senses include loss of tactual sensitivity 
(anesthesia), distorted sensitivity (paresthesia), and heightened sensi- 
tivity (hyperesthesia). Paresthesia is frequently described by patients 
as the sensation of "ants crawling over the body" (formication). 


Neuropathology. In addition to the role played by the sense organs 
and their receptor structures in the initiation of adaptive acts, adjust- 
ment to the environment requires coordinated movements mediated 
chiefly by the nerves and skeletal muscles. Such adaptive acts include 
locomotion, manipulation of objects, and speech. The latter is subject 
to defects, the correction of which engages the attention of the speech 
correctionist. All normal motor function, however, entails the main- 
tenance of muscle tonus, defined as a sustained condition of mild 
muscular contraction, and characterized by the easy initiation of any act 
and by a coordination that is smooth rather than erratic. Because 
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faulty action of the skeletal muscles ordinarily results from agenesis, 
maldevelopment, or injury to the nervous system, motor disabilities are 
often called neuromuscular defects. The location of the lesion (area 
of injury) within the specific segment of the nervous system accordingly 
determines the specific muscle groups involved, and hence the nature 
of the defect. By virtue of his knowledge of the innervation of the 
skeletal muscles, the neurologist can thus denote the site of the lesion 
by a careful study of the disability and of the characteristic reflexes. 
Deviations in the latter are known as neurological signs. 

Neuromuscular defects may consist of reduced movement or paralysis 
(akinesia). Paralysis may exist in the form of flaccidity or spasticity. 
The former usually results from a spinal cord lesion which destroys 
innervation of the affected part so that there is muscle hypotonus (re- 
duced muscle tension), flabbiness, and atrophy. Spasticity usually 
results from lesions in the brain which prevent reflex control of muscle 
tonus with consequent excessive contraction (hypertonicity), i.e, ex- 
cessive muscle tension. Because of the variable locations and extents 
of neurological lesions, spastic and flaccid paralyses do not necessarily 
involve the entire body musculature. Specific deformities, such as foot 
or wrist drops, drooping eyelids (ptosis), a paralysis of the levator 
muscle, and the Argyll-Robertson pupil, a paralysis of the iris so that 
the pupil accommodates for distance but not for light, as well as more 
extensive involvements, are often found. 

In order to specify the muscle groups involved in a paralytic condi- 
tion, descriptive phrases have been adopted. Damage to certain areas 
of the motor cortex is accompanied by hemiplegia, a contralateral 
paralysis of the body muscles. Paralysis of an arm or leg is known as 
monoplegia; a similar paralysis of both arms or of both sides of the body 
is known as diplegia. Paraplegia denotes a paralysis of both legs or of 
the lower trunk, while quadraplegia involves all four extremities. In most 
cases of akinesis, the vegetative functions of the body, dependent for 
the most part upon the autonomic innervation, are intact. Hypokinetic 
muscular conditions, defective motor reactions, include the partial loss 
of ability to coordinate movements and are well illustrated in the ataxic 
condition which results from loss of proprioceptive excitations in tabes 
dorsalis or from cerebellar lesions. Neuromuscular defects, therefore, 
are accompanied by degrees of reduced movement ranging in severity 
from mild hypokinesia to akinesia. 

Hyperkinesis (excessive mobility) may vary from excessive movement 
confined to a limited number of small muscle groups to the severe con- 
vulsion which involves the entire skeletal musculature. Tremors are 
slight rhythmical movements of varying speed that are best observed 
when the fingers or tongue are extended. A tremor which disappears 
when voluntary movement is executed is known as a rest tremor, while 
one that occurs only when voluntary movement is attempted is known as 
an intention tremor. Tremors are readily observed in alcoholic states 
and are associated with many neurological conditions. Muscular spasms 
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are energetic contractions of muscle groups larger than those involved 
in tremors. Tics, the functional counterpart of muscle spasms, are 
movements of restricted muscle groups such as twitching of the eyelids, 
mouth, or facial muscles. Athetosis is characterized by excessive ten- 
taclelike writhing movements so uncoordinated that even gross volun- 
tary movement is severely hampered. Convulsions or seizures may have 
both a tonic and a clonic phase. In the tonic phase there is excessive 
rapid-fire motor discharge so that the muscles are, for all practical pur- 
poses, in a state of continuous contraction; muscular rigidity is observed. 
'The clonic phase is intermittent contraction and relaxation, resulting 
in violent jerking movements. A : 

Injuries to the brain may manifest themselves in a variety of behavior 
alterations, many of which the inexperienced observer will conclude are 
wilful perversities, but which are indeed beyond the control of the person 
who exhibits them. Children who are exceedingly distractible, given to 
emotional outbursts upon slight provocation and to splurges of some- 
what eccentric activity, who find it virtually impossible to function 
under pressure, and who often show distortion of perceptual processes 
are probably brain injured. Irregularities of birth, severe febrile illness 
in infancy, and physical trauma are often responsible, but one is not 
justified in assuming that if one or more of these conditions is reported 
in the history, the child has cerebral pathology. The existence of such 
pathology may be suspected from the behavioral signs and from the 
history, but must be supported by complete neurological examination, 
which, at present, is virtually certain to include an electroencephalo- 
graphic study.'* 

Adults who have functioned at a satisfactory or even high level of 
efficiency may suffer loss and impairment of function due to cerebral 
injury. The nature of the impairment depends, to some extent, upon 
the location of the injury, but there are a number of characteristics 
which are found in most brain-injured adults. Goldstein, whose interest 
in these problems began with a study of German soldiers injured in 
World War I, considers the catastrophic reaction, a profound reaction to 
the need to meet a task for which competence has been lost, as one 
indirect consequence of cerebral damage. More direct consequences of 


11 The student is referred to A. A. Strauss and L. F. Lehtinen, Psychopathology 
and education of the brain-injured child (New York: Grune & Stratton, Inc., 1947), 
for an introduction to the problems presented by these children and suggested modes 
for handling them. See also E. A. Doll, Distinction between neurophrenia and 
cerebral palsy, in Psychological Problems of Cerebral Palsy (Chicago: Nat. Soc. 
o mo Children and Adults, 1952). 

uch of Goldstein's viewpoint is found in K. Goldstein and M. Scheerer, Ab- 
stract and concrete behavior: an experimental study with special tests, Psychol. 
Monogr., 1941, 53, 1-31. See also D. O. Hebb, The organization of behavior (New 
York: John Wiley & Sons, 1949), W. C. Halstead, Brain and intelligence: a quantita- 
tive study of the frontal lobes (Chicago: University of Chicago Press, 1947), and 


L. A. Jeffress (Editor), Cerebral mechanisms in behavior (New York: John Wiley 
& Sons, 1951). 
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injury are a slowing of reactions, perseveration, difficulty either in shift- 
ing attention or in holding attention to one task, sharply reduced ability 
to differentiate perceptual figure from ground, and loss of ability to 
form abstractions.* Much more work yet remains to be done in the 
study of these phenomena and the correlated neuropathology. 

Poliomyelitis is the best known and most feared of all the crippling 
conditions. The first major epidemic occurred in 1916. More cases 
were reported in 1949 than in any year prior to 1951, the latest for which 
complete data are available. In 1950 the incidence was 22 per 100,000 
(3). Poliomyelitis, resulting from a virus infection which damages the 
cells of the anterior horn of the spinal cord (see Figure 12-6), is char- 
acterized by a flaccid paralysis. The damage may occur at different 
levels of the cord and the location and extent of the damage determines 
the location and extent of the paralysis. In some instances no paralysis 
results; in others a limb may be crippled, while in others paralysis of 
the intercostal muscles necessitates living in an iron lung to produce 
the necessary breathing movements. Although neural destruction is 
irremediable, physical therapy can restore function to those muscles still 
possessing residual innervation. Orthopedic surgery may alleviate de- 
formities resulting from the loss of some muscle function. During the 
summer of 1952 gamma globulin was used experimentally for the first 
time to provide temporary immunity to the virus, with results that were 
quite satisfactory, although not in the nature of an ultimate solution to 
the problem. 

Cerebral palsy (formerly known as Little’s Disease) is becoming one 
of the major causes of crippling in children. Phelps estimates that seven 
cases of cerebral palsy are born each year in every 100,000 population; 
about 15 per cent die within the first five years of life. He further esti- 
mates that there are more than half a million persons in the United 
States so afflicted (84, 98). Other estimates of incidence are higher. 
Cerebral palsy (or more correctly, the cerebral palsies) is a name which 
designates a number of closely allied conditions. The most common of 
these is spasticity +? and the second condition, only slightly less frequent 
in occurrence, is athetosis. These two conditions account for 85 per 
cent of all cases. The remaining 15 per cent consist of three varieties, 
ataxia, tremor, and rigidity. Spasticity results from lesions in the 
cerebrum, athetosis from midbrain lesions, tremors and rigidities from 
lesions of the basal ganglia, and ataxia from cerebellar lesions. Varieties 
associated with medullary and diffuse lesions are also recognized (30). 

The most frequent cause of cerebral palsy is birth injury occasioned 
by premature, delayed, or rapid birth, abnormal presentation of the fetus, 
and the use of instruments. Hemorrhages, anoxia, and cyanosis may 
be present and neurological damage ensues. Certain infectious diseases 
which occur in early infancy, as, for example, whooping cough, encepha- 


12 The term “cerebral spastic palsy" has often been erroneously applied indiscrimi- 
nately to all varieties. 
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litis, or meningitis, may leave permanent neural damage. Rh factor 
incompatibility may also be responsible for some cases (7). There is 
no cure for cerebral palsy, but the extent of crippling may be alleviated 
by physical therapy, orthopedic surgery, and the prescription of ortho- 
pedic shoes, braces, and the like. From time to time popular magazines 
report dramatic but nevertheless exaggerated promises of cure, but these 
claims have not been borne out (40). í 

Paralysis agitans (shaking palsy) was first described by J. P. Parkinson 
in 1817 and is often referred to as the Parkinson syndrome. There is 
muscular enfeeblement, the posture is stooped, gait is slow and pro- 
pulsive. Facial expression is masklike, perspiration is profuse. A marked 
and partially diagnostic tremor of rest is evident; this is aptly described 
as “pill roller's palsy" since the movements of the hands resemble rolling 
pills between the thumb and fingers. Numerous other neuromuscular 
defects are observed, among which is the cogwheel reaction identified 
by the neurologist as a disorder in the normal synergetic action of the 
triceps and biceps, and manifested in a slow jerky movement in extension 
of the arm. The condition appears to be due to lesions of the basal 
ganglia. True or idiopathic Parkinsonism has a gradual onset, usually 
in middle or late maturity. The syndrome is often a sequel to encepha- 
litis and it also occurs in the course of a generalized cerebral arterio- 
sclerosis, particularly in advanced age. ‘Treatment is essentially palliative 
and consists of rest and medicaments of the belladonna group and 
benzedrine (19). 

Paralysis may result from tumors of the brain, cord, or peripheral 
nerves; some of these tumors can be surgically removed, following which 
physical therapy may restore function. Some paralysis, usually hemi- 
plegia, may be caused by a cerebral thrombosis, hemorrhage, or em- 
bolism. Injuries to the brain or spinal cord account for still other cases 
of paralysis (13). 

Epilepsy has the longest history of any illness, save perhaps malaria. 
The derivation of the word from the Greek, meaning “to lay hold on," 
reminds us of the ancient and long persistent belief in demon possession 
as its cause, and frequent reference to it as the “falling sickness” indicates 
the sole clinical manifestation that was recognized for many centuries. 
The history of epilepsy is illustrative of the history of ignorance (14). 
The incidence of epilepsy is about the same as that of tuberculosis and 
diabetes; there are about 800,000 cases in the United States (36, 67). 
Berger's discovery, in 1929, of electrical manifestations of brain activity 
led to the development of electroencephalography as a technique for 
studying convulsive states (12). Investigations soon showed that con- 
vulsive states were associated with dysrhythmic neural discharges; and 
that many individuals who exhibited a cerebral dysrhythmia did not 
manifest clinical seizures of any kind (64). Some individuals have 
periods of dysrhythmic cerebral activity without overt manifestation of 
seizures, in other words a subclinical seizure. The electroencephalograph 
may be used to locate focal cerebral lesions (see F igure 12-7). 
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Ficure 12-7. Illustrative electroencephalographic records, Specimen A shows a 
normal alpha or 10 per second rhythm. Specimen B shows a portion of the record 
obtained, between seizures, from a grand mal patient. Marked irregularity in ampli- 
tude and frequency are noted when comparison is made with A. Specimen C exhibits 
the double spike occasionally observed in petit mal seizures. This record was obtained 
during such an attack suffered by a white woman who sometimes experienced grand 
mal seizures as well. Specimen D shows the brain wave record of a 12-year-old boy 
during and immediately after a petit mal seizure. (Courtesy of The Bureau of 
Psychological Services, Institute for Human Adjustment, University of Michigan, 
Ann Arbor.) 


Clinical varieties of epilepsy were designated by French investigators 
as grand mal, petit mal, and psychomotor (epileptic equivalent, psychic 
seizure). Hughlings Jackson was first to describe what is now known as 
a focal convulsion or Jacksonian epilepsy. Psychomotor attacks are now 
known to be of focal origin, a lesion of the anterior temporal lobe (35, 
65, 83). The grand mal seizure is the commonly recognized “epileptic 
fit.” In some cases the individual has a premonition of the seizure, 
known as an aura. The nature of the aura differs but is usually a sensory 
experience. Following the aura there is a violent tonic spasm of the 
body musculature accompanied by loss of consciousness. The patient 
falls and is rigid. Because respiration is momentarily stopped, the skin 
becomes dusky and eventually cyanotic; because of the spasm, the saliva 
cannot be swallowed and “foaming at the mouth” results. The tonic 
rigidity may last from 10 to 30 seconds, and is followed by a clonic 
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spasm. Such a seizure usually lasts from two to five minutes. Following 
it there may be a period of unconsciousness, and there is almost always 
a period of stupor and confusion. The patient is amnesic for the seizure 
interval and may know that a seizure has occurred only because of post- 
convulsion headache, dizziness, or pain from injuries received in the 
fall. In some cases there is a rapid succession of seizures, each following 
before recovery from the preceding, a condition known as status epilep- 
ticus, Death frequently occurs in such episodes. Sometimes the attack 
is followed by the performance of post-ictal; i.e., postseizure automatisms 
which may be of considerable violence and are often called epileptic 
renzy. 
à The typical petit mal seizure is little more than a short period of 
“absence” during which the individual may pause for a moment, become 
slightly pale, possibly stare fixedly, or show minor twitching. There is 
amnesia for the episode but, since it is of such short duration, the pa- 
tient’s experience is probably much like that of anyone who loses track 
of what he is doing because of a momentary inner preoccupation. The 
attacks occur quite frequently, and are sometimes difficult to distinguish 
from abortive major attacks. These mild seizures often escape detection. 
In children the electroencephalograph may show episodes of dysrhythmic 
discharge, although no convulsion is manifest. Ultimately petit mal 
seizures may occur. Such subclinical seizures are called larval epilepsy. 

The psychomotor seizure is a period of confusion or automatic be- 
havior which may last for a considerable time. Extreme irritability and 
violence may be exhibited. Some authorities have claimed that crimes 
of violence are sometimes performed by individuals in such a state but 
Gibbs, on the basis of examination of many penal inmates, claims that 
such is not the case (36). A psychomotor seizure may be confused with 
the post-ictal automatism. 

There are a number of other minor seizures. The drop seizure (aki- 
netic or static) is a rather unusual type characterized by a sudden relaxa- 
tion of the muscles so that the patient falls without warning, Many 
who suffer from generalized convulsive states also complain of local 
spasms known as myoclonic movements. Pyknolepsy is a form of petit 
mal episode occasionally observed in children. Abdominal epilepsy 
consists of repeated attacks of severe abdominal pain. The focal or 
Jacksonian epilepsies consist of temporary spasms of body extremities, 
usually without loss of consciousness. 

, Etiologically, epilepsy is classified as symptomatic (secondary) or 
idiopathic (essential, cryptogenic, or primary) depending on whether 
the cause is known or unknown. Symptomatic epilepsy may result from 
congenital or acquired lesions, while idiopathic epilepsy is said to exist 
when no lesion can be discovered (80). Paroxysmal discharges of cor- 
tical neurones are present in all cases, however. Hereditary factors are 
doubtless responsible for some epilepsy, but the hereditary factor has 
generally been overrated. In 10 to 15 per cent of cases a history of 
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epilepsy in some other member of the family, or ancestors, or collateral 
relatives is found (32). 

The principal treatment for epilepsy is the use of anticonvulsant 
drugs, which began in 1857 with the bromides. It was not until 1912 
that the next one, phenobarbital, came into use. Dilantin followed in 
1937 and mesantoin in 1945. Since that time a number of other phar- 
maceuticals have been developed, chief of which are phenurone, para- 
dione, and tridione. The latter seems to be most effective in the control 
of petit mal seizures. Anticonvulsant drugs often have a synergistic 
effect in that two or more in combination are more effective than any one 
taken alone. In institutions drugs are used in conjunction with a care- 
fully regulated system of rest, diet, and activity—the latter being con- 
sidered rather important. Psychic seizures are refractory to pharmaco- 
logical treatment, although some improvement has been obtained with 
mesantoin and phenurone (99). Ketogenic (fat-laden) and dehydration 
diets are sometimes used, and where focal inquiry exists, surgical tech- 
nique may be effective. One form of this surgery is known as a topec- 
tomy (62). 

‘The choreic syndromes and choreiform movements designate a group 
of neuromuscular handicaps most common in children. They are of par- 
ticular interest to the psychologist because the symptoms may suggest 
habit mannerisms or tics. The most common variety is Sydenham’s 
chorea, popularly known as St. Vitus’ Dance (named from a dancing 
mania which occurred in Germany in the Middle Ages). It occurs most 
frequently among girls between the ages of six and nine, and may follow 
theumatic fever. Motor incoordination is exhibited by the proximal 
segments of the limbs, appearing suddenly, irregularly, and forcing the 
arm, for example, into a wide excursive arc. Emotional instability and 
seclusive trends may be noted. The condition normally runs its course 
in from one to three months. The prognosis is good. 

Huntington's chorea is a serious degenerative hereditary condition 
which terminates in dementia, paranoidal psychotic manifestations, and 
eventually death. The distal segments of the limbs are characteristically 
observed in writhing, athetoid movements, and the gait is erratic. It 
appears between the ages of 35 to 50 years. 

The choreic syndrome may result from congenital maldevelopment 
and be quite athetoid in character. 

Encephalitis is literally an inflammation of the brain, presumably 
brought about by a virus. An epidemic broke out in Roumania in 1915 
and in Vienna in 1917, where it was described by von Economo. It was 
epidemic in this country in 1918. This form is known as Type A, to 
distinguish it from Type B, thought to be responsible for Japanese 
epidemics and possibly for outbreaks which have occurred in Australia 
and St. Louis. We shall confine our discussion to Type A. The onset 
of encephalitis is marked by such symptoms as headache, lassitude, and 
vomiting. The acute phase manifests itself variously. Somnolence and 
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stupor, extraocular palsies and diplopia occur. In other cases high fever, 
delirium, excitement, restlessness, and insomnia are characteristic. Oc- 
casionally the Parkinson syndrome appears during the acute phase and, 
in other cases, known as the fulminating, death supervenes. ‘Two to 10 
weeks is the usual duration of the acute phase. 

Permanent residua may be observed following abatement of the 
acute phase, the most common of which are ocular disorders, mental 
retardation, difficulty in concentration, irritability, reversal of sleep 
thythm. Many patients who seem to recover may develop a chronic 
phase in which various sequelae appear. Among the possible sequelae 
are the Parkinson syndrome, convulsive phenomena, reversal of sleep 
thythm, mental and personality disturbances. Personality disturbance 
may take the form of extreme destructiveness (11, 32). 

Multiple sclerosis, of unknown cause, is a progressive or remittent 
disease involving chiefly the white matter of the central nervous system. 
The incidence has been estimated as approximately 35 to 64 per 100,000 
population. It is primarily a disease of adult life, with a mean age at 
onset of 28 years and a mean age at death of 54 years. The most com- 
mon symptoms are ocular manifestations, weakness, reflex changes, and 
ataxia. There is no satisfactory treatment (93). 

There are several disorders that produce crippling but are not pri- 
marily neurological. Progressive muscular dystrophy is a degeneration 
of the muscles. ‘There is progressive weakness and wasting resulting in 
defective posture and gait. Those afflicted can walk well on level ground 
but have great difficulty in climbing stairs, or in straightening the body 
from a bent-over position. There are a number of forms of this condi- 
tion, but the most common is the pseudo-hypertrophic, which usually 
begins in the first decade of life and affects males predominantly. The 
duration of the illness is from six to 12 years. Weakness of the inter- 
costal muscles predisposes the sufferer to pneumonia, which is the most 
frequent cause of death. This condition should be distinguished from 
muscular atrophy, a progressive wasting of the muscles which is 
the consequence of some disorder of the nerve supply to the mus- 
cles (76). 

Legg-Perthes disease is one of several epiphyseal conditions, disorders 
of the growing portion of bones. In this disease, which occurs early in 
life, the head of the femur becomes dead bone, softens, and is com- 
pletely destroyed. The chief treatment is removal of all weight from 
the affected part, usually necessitating bed rest, with traction. Later 
the individual may get about on crutches. Recovery usually follows in 
two or three years. Surgical removal of some destroyed bone may be 
required. Residual limitation of movement may be benefited by physi- 
cal therapy. 

Tuberculosis of the bone, chronic osteomyelitis, usually appears be- 
fore the age of six. The tubercle bacillus, transported by the blood 
stream, attacks the spongy bone tissue and causes considerable destruc- 
tion. The vertebra, small bones of the hands and feet, and the ends of 
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the long bones are most frequently affected. Rest and occasionally 
surgery to remove affected tissue are the principal treatments, 
Osteomyelitis, an inflammation of the bone marrow, may be either 
acute or chronic, and is a staphylococcus infection following trauma of 
the bone. The condition is extremely painful, involving heat and local 
tenderness. Antibiotics and surgery are the best available treatments. 


Psychological Aspects of Physical Disability 


While the clinical psychologist must have some knowledge of the 
physiological and medical aspects of disability in order to participate 
in cooperative efforts in behalf of the handicapped, it is the psychological 
characteristics of disability that are his chief concern and proper prov- 
ince. He must be as well informed as possible about the problems of 
daily living which are occasioned by the various kinds of disability, the 
effect of disability upon the development of personality and the adequacy 
of adjustment, and the extent to which intellectual impairment may be 
associated with disabling conditions. Only general conclusions regard- 
ing these matters can be covered here, since the reader is assumed to 
have a background in general psychology and the principles of mental 
hygiene, and since relevant topics are covered in other chapters. 


Problems of the Disabled. It is difficult for the unimpaired to appre- 
ciate the difficulties of the disabled. One may easily see that the crip- 
pled cannot move about and have some appreciation of this condition 
because of personal experience with a sprained ankle or a broken arm, 
but the meaning of congenital impairment or severe adventitious loss is 
another thing. The great obstacles presented by the daily needs of 
personal care and the necessity for relinquishing goals toward which 
one has been working prior to injury are a combination of burdens the 
unimpaired have not experienced. It is difficult to appreciate how the 
problem of independent travel looms so large in the life of the blind and 
how the great difficulty of communication is such a frustrating social 
handicap for the deaf. For the congenitally blind, color can have no 
meaning and the verbal usage of color is what Cutsforth, himself blind, 
considers an example of “hypocrisy of verbalism” (21). Tones of voice 
intended to convey tender affection have never been heard by the con- 
genitally deaf. It is claimed that deafness causes more social frustration 
than any other disability (50). The development of sexual attitudes 
and function is often distorted (21, 61) and, in certain disabilities, 
notably the paraplegic, problems associated with sex become quite 
severe (34). 

‘The problems encountered by the congenitally disabled are somewhat 
different from those met by the adventitiously handicapped. The 
blinded and deafened have past experience with space and language, 
respectively, which definitely minimizes certain training problems. 
However, the sense of frustration occasioned by the necessity for giving 
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up vocational aspirations toward which progress has already been made 
may outweigh any advantages accruing from experiential background. 

The degree to which the disabled may achieve adequate lives will be 
increased if negative opinions, common misconceptions, esthetic aver- 
sion, and false emotionalism can be replaced by sincere, objective ac- 
ceptance on the part of a larger portion of society (42, 56, 59, 73, 75, 91). 
In fact, it is often negative attitudes toward the handicap more than 
the handicap itself that is the most serious obstacle. It is probable that 
maladjustment among the handicapped results more often from failure 
to solve the problems of social participation than from failure to clear 
the hurdles raised by the physical limitation itself. 


Personality Characteristics of the Disabled. What personality char- 
acteristics exist because of handicap? It has often been claimed that 
certain disabilities have characteristic personality patterns associated with 
them. Such claims have been made for the blind, the deaf, the cerebral 
palsied, and the epileptic. While it is true that many blind exhibit cer- 
tain characteristics known as blindism (16) and that phantasy life and 
withdrawal are common, such behavior is but a reaction to frustration 
and to social attitudes toward the handicapped person. As Cutsforth 
says, the adjustive peculiarities of the blind are no more caused by 
blindness than are the adjustive peculiarities of the seeing caused by 
vision (113). Levine has come to similar conclusions about the deaf 
(34). If the deaf are suspicious, characteristically paranoid, it is because 
very frequently they are watched, laughed at, and talked about; they are 
reacting as any normal hearing person might under similar circum- 
stances. 

Belief in a cerebral palsy stereotype can be supported neither in fact 
nor opinion, but one eminent authority has claimed that the spastic and 
the athetoid differ from one another in personality; the former is more 
apprehensive and fearful, while the latter is more affectionate and 
desirous of attention. Contrary opinions have been expressed and re- 
search which affirms or denies is not available (34). Belief in the ex- 
istence of an epileptic personality is persistent, but Harrower-Erickson, 
in a summary of research literature, found no support for any view other 
than that epileptics, from the point of view o£ personality, are a random 
sample of the population (82). Other studies have contradictory con- 
clusions (2, 87). Gibbs holds that the so-called epileptic personality 
is confined to those with the psychomotor variety (36). The prepon- 
derance of the evidence seems to be against any conception of an 
epileptic personality, at least for the idiopathic. Organic conditions 
may have associated neurotic manifestations, such as conversion hysteria, 
but in such instances it seems probable that the onset of an organic 
debility, as for example, multiple sclerosis, precipitates a syndrome for 
which the individual has already been predisposed (1, 44). Evidence for 


specific disability-correlated personality characteristics is indeed most 
tenuous. 
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The Adjustment of the Disabled. Rusk and Taylor (34) have re- 
cently endorsed the general conclusions of Barker, Wright, and Gonick 
to the effect that, while maladjustment is more common in the physically 
disabled, 35 to 40 per cent of them are as well or better adjusted than 
the nondisabled. Furthermore, no kinds of maladjustment are peculiar 
to the disabled. Withdrawal and self-consciousness may be more preva- 
lent, but more aggressive reactions are also found. Finally, there is 
little or no evidence for the association of a kind of personality with a 
kind of disability. 

The great variation in the degree of acceptable self-realization found 
among the handicapped vitiates the popular conception that there is a 
necessary connection between the fact of physical disability and the 
quality of personality adjustment. Except for certain special cases where 
organic brain damage is associated with the manifest handicap, it is life 
experiences which are the major determinants of adjustment (74). 

The function of handicap as a drive for compensatory activity, Adler’s 
more fully developed position, is too general to have any special signifi- 
cance for the handicapped, but such a mechanism undoubtedly operates 
in some cases (28). Any handicap, real or imagined, may serve to 
activate a compensatory mechanism. In the case of physical handicap 
it is probably the social reaction to it that arouses the emotional tension 
which compensatory behavior partially reduces. If tension were actually 
eliminated and equilibrium fully restored, the mechanism would not be 
thought of as compensatory, or at least not as maladjustive. We must 
take care to distinguish between unconsciously developed and relatively 
futile adjustive mechanisms and intelligently conceived substitute ac- 
tivities. As Menninger has pointed out, such a distinction is not always 
easy to make (34). 

Unfavorable social attitudes toward the handicapped, already referred 
to, constitute one of the major obstacles encountered by the disabled 
(105). The experience of peer rejection will be encountered early in 
life, be accentuated at school entrance, and become acute in adolescence 
when peer status is of great importance. Dembo has suggested a hy- 
pothesis which may explain the rejection of the disabled by those free 
from disability (25). The latter unconsciously feel that those who are 
unfortunate should envy the healthy and feel different from them, else 
health and integrity of the body become devalued. Whatever the 
reason, the physically handicapped find themselves in an underprivileged 
minority group (4). As such, it is difficult to develop the self-esteem 
that is so necessary for self-realization. 

For everyone life at times presents uncertainties, but the frequency 
and scope of ill-defined situations are significantly increased for the 
disabled. Barker (34) has described some of the ways in which these 
uncertainties result in feelings of insecurity for the handicapped. The 
man-made environment is built for the convenience of the physically 
intact; the disabled are continually in danger of encountering some 
aspect of this world with which they cannot cope. The status of the 
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disabled as a member of a minority group places him in a marginal 
situation between the privileged and the underprivileged (5). Pro- 
scriptions are inconsistent and unstable; indecision and conflict must 
necessarily occur. One’s conception of one’s self is in part associated 
with one’s image of the body (92), which is in turn at least a partial 
reflection of the conception of one’s body held by others. In slowly 
developing, chronic conditions, a marked discrepancy between the body 
structure and the body image may develop, and in the case of acquired 
disability there will be a discrepancy between the former body image 
and that which is new. It is clear that ambiguous perceptions of the 
world and of the self may easily be characteristic of the life of the 
disabled. 

Parental influences are especially important in determining the course 
of life adjustment for all, but they may be particularly hampering for 
those with a disability which is congenital or has been acquired early 
in life (31). Parents often feel that they are in some way responsible 
for those disabilities which are congenital, and thus have guilt feelings. 
To assuage these guilt feelings they may overindulge and overprotect 
the child and thus reduce his chances for development. Other parents 
see their defective child as a frustration of their hopes, an added time- 
consuming care, a financial burden, or a reflection upon their progenitor 
status, with the consequence that they reject the child. Such rejection 
may take the form of manifest neglect, but more often it leads to over- 
solicitous care in an effort to deny the rejection for which the parents 
feel guilty. Even where parents accept the child without reproach, 
unwise coddling may result in attitudes of overdependence (5, 15). The 
handicapped child needs a feeling of security just as does any child (51). 


Intellectual Function of the Disabled. It is not uncommon for the 
uninformed to express great surprise when it is found that a visually or 
acoustically handicapped child has superior intelligence or is gifted. 
While it is true that some studies have shown that the average I.O. 
of those with handicaps is lower than that of the general population, 
the difference is small and there is thus considerable overlapping of the 
intelligence score distributions (34, 96). Whatever differences exist may 
possibly be accounted for by the inadequacy of the tests used. Tests that 
must necessarily be used to accommodate for the visual or auditory handi- 
cap may not measure certain aspects of intelligence—aspects in which the 
visually and acoustically handicapped, as a group, may not be inferior. 
Then, too, those who have been handicapped from birth or early child- 
hood may have overprotective restrictions placed upon them so that 
their opportunity for development of capacity is further limited. Finally, 
some causes of deafness and blindness are also causes of cerebral damage, 
which is manifested in intellectual impairment. As for the adventi- 
tiously blinded and deafened in later life, there is no reason to justify 
any belief in their impairment. With reference to particular intellectual 
functions, there is some evidence that the deaf are inferior in abstract 
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reasoning ($1). Because of the great difficulty they have in acquiring 
language, they are usually several years retarded educationally. 

The notion that the blind develop superior acuity in other senses 
requires comment. Such compensatory sensory modification does not 
take place and, in fact, there is some evidence that cutaneous sensitivity 
is inferior to that of the sighted (16). The blind can and do develop 
facial vision (obstacle sense), that is, an awareness of objects which 
they approach. The nature of facial vision as perception of minimal 
auditory cues has been established (97). Among the deaf, lip reading, 
or more correctly, speech reading, is not a consequence of the develop- 
ment of a super sense, but a skill that may be acquired without special 
training, yet is more easily acquired with instruction (104). 

Studies of the intelligence level of the crippled have shown that, 
on the average, their scores are lower than those of the nondisabled (86). 
However, the most important finding of such studies is that the degree 
of intellectual impairment depends upon the cause of crippling. In a 
study of I.Q. changes following an attack of poliomyelitis, a small but 
statistically significant decline in I.Q. was found, but the investigators 
raised the question of whether these changes would persist and suggested 
that if they did, the permanence of impairment might very probably 
be an indication of cerebral involvement (85). For many years it was 
the common assumption that the cerebral palsied, particularly the 
severely handicapped, were all quite dull intellectually. With the dis- 
covery that some severely handicapped palsied have superior intelligence, 
there has been a tendency to see the glow of genius where none exists. 
A recent summary of five studies made in this country and in England 
shows that in a total of 1,002 cases, only 25 per cent were judged to be 
of average intelligence or above, while 30 per cent were judged to be 
borderline or dull, and 45 per cent mentally defective. The cerebral 
palsied are thus much more likely to be intellectually retarded than are 
those who have had poliomyelitis. The existence of cerebral involve- 
ment and the degree to which the range of environmental restriction 
has occurred are doubtless of greatest significance in determining intel- 
lectual impairment of any kind. 

The intelligence of idiopathic epileptics is no different from that of 
the general population, and the various kinds of intellectual deficit that 
have been claimed have not been supported. In symptomatic epilepsy 
it is more probable that intellectual impairment may be found. Intel- 
lectual deterioration is rare and probably never a consequence of idio- 
pathic epilepsy. Where it does occur, environmental factors may have 
been important (17, 110). 


Psychological Services for the Handicapped 


Services Available for the Handicapped. ‘There are many ways in 
which the handicap of a disability can be reduced. Early detection of 
onset of certain ultimately disabling conditions may make it possible 
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for medical and surgical methods to arrest or control the progress of 
the disorder. Once the disability exists, eye glasses, hearing aids, pros- 
thetic devices, and orthopedic braces may be prescribed and fitted. The 
tesources of physical medicine, including physical therapy, will have 
great benefits (53, 95). 

Special training of various kinds is helpful. The deaf or hard of 
hearing person must be trained in the use of the hearing aid (88). 
Training is also necessary for the person who has been fitted with a 
prosthesis, although acceptance of the prosthesis is often more difficult 
than learning to use it (106). Braille reading and the use of a cane 
or a guide dog are skills which may assist. The acoustically handicapped 
can profit from training in speech reading, aural training (optimal use 
of residual hearing), speech correction, and, in some instances, instruc- 
tion in the manual alphabet (sign language). 

Special facilities and methods of instruction are becoming increas- 
ingly available for the public school education of the physically handi- 
capped, under the name of special education, although the latter term 
is not necessarily limited to the education of the physically handicapped. 
An increasing number of states have programs for the blind, partially 
sighted, deaf, hard of hearing, and the handicapped, which in this 
context means the crippled, cardiopathic, and others (68, 70). In 1949 
it was estimated that there were between four and five million educable 
children between the ages of five and nineteen who needed special school 
adjustments, and of this number two million were physically handi- 
capped (111). 

Occupational therapy can be of value in physical disability by im- 
provement of endurance, retraining coordination, and prevocational 
explorations (95). The handicapped may be trained in occupations 
suitable for them or in the skills and methods which will prepare them 
for regular industrial employment. Many physically impaired can 
compete with the unimpaired (101). Those who are unable to tolerate 
industrial employment or become entirely independent may be employed 
in sheltered work shops. The most severely disabled may engage in 
home industries at which they may work as their energy permits. 

It is important to remember that some disabilities are congenital or 
occur only in early life while others are encumbered in adult life after a 
plan of personal, social, and economic living has been carried out. For 
the latter, rehabilitation service is available. The National Council on 
Rehabilitation defines rehabilitation as restoration of all the physical, 
mental, social, vocational, and economic usefulness of which the indi- 
vidual is capable (41). For rehabilitation to occur, employability is of 
prime importance. Hamilton states that rehabilitation. requires, in 
addition to employability, a feeling of social identification and security, 
freedom from dependency, and freedom from manifest personality 
change. When these requirements are not met, the individual manifests 
characteristics which are in themselves an additional handicap. 
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Attention to the problems of rehabilitation calls for a distinction 
between disability and handicap, terms which we have used interchange- 
ably. If a bus driver loses his left little finger in a meat grinder, he has 
a disability but a negligible handicap, at least not a vocational one. If, 
on the other hand, the accident victim is a concert violinist, the disability 
is no greater but the handicap is immeasurably so. Obviously disabilities 
that are not handicaps need not particularly concern us. 

For the handicapped, selective job placement is of great importance. 
By selective placement we mean matching the demands of jobs with 
the capacities of workers (41, 55, 102). The urgency of wartime em- 
ployment needs and the incidence of war injuries combined to empha- 
size the need for proper job placement and led to the publication of the 
National Physical Demands Information Series (107). In this series 
the physical demands of various jobs are described in terms of physical 
activities and working conditions. As an example, the occupation of 
Loftsman II (5-17.210) requires the following physical activities: walk- 
ing, climbing, crawling, standing, turning, stooping, crouching, kneeling, 
reaching, lifting, carrying, pushing, pulling, handling, fingering, talking, 
hearing, and seeing. The working conditions are described as: inside, 
adequate lighting, adequate ventilation, mechanical hazards, working 
around others. In contrast, a watchmaker (4-71.510) must be able to 
perform only the following activities: sitting, reaching, lifting, handling, 
fingering, feeling, talking, hearing, seeing, and perceiving depth. He 
works inside with adequate lighting and ventilation, and with others. 

The epileptic cannot take employment where even a momentary 
lapse of attention such as would occur during even a mild seizure could 
result in injury. Working on scaffolds or with power machinery are 
examples of hazards which they must avoid. Leigh claims that 75 to 
80 per cent of epileptics are potentially rehabilitable (22, 63). 

Services for the disabled are provided by private, city, state, and 
federal agencies. Federal funds are made available to states through 
the Office of Vocational Rehabilitation, Federal Security Agency. Many 
of these services are available to the war injured through the Veterans 
Administration. A rehabilitation center often provides or supervises 
vocational training, sheltered workshops, and home industries. Shel- 
tered workshops often do industrial work on contract. One of the major 
agencies providing rehabilitation service is the Goodwill Industries, Inc, 
This organization has autonomous centers in over 100 cities in United 
States and Canada, and offers training and workshop facilities. The 
basic program is the collection of household discards, clothing, furniture, 
and utensils which are then renovated and sold through Goodwill stores. 


The Associated Psychological Problems. There are needs and op- 
portunities for psychological service in all phases of work with the dis- 
abled from the beginning of medical treatment to ultimate placement 
(94). Counseling or psychotherapy is required at many points and, 
in fact, must in some degree integrate and make effective all phases of 
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the rehabilitation process. Psychological testing is often a necessary 
phase of the psychological service, where its results may guide educa- 
tional and vocational planning and therapy itself. 


Testing the Handicapped. Tests designed for general use require in- 
tegrity of the body. From the beginning of individual testing, students 
in training have been impressed with the importance of watching for 
any sensory, motor, or other organic deficiency which might lower the 
validity of the test score as an estimate of the trait being investigated. 
It is clear then that adequate testing of the disabled requires modifica- 
tions which permit assessment of the individual by presenting stimuli 
and calling for behavior that does not involve the impaired function. 
Where impairment is multiple and severe, testing becomes all but im- 
possible. Even where testing is possible, one must be alert for the 
effects of limitation of experience not only by the handicap but by the 
reactions of parents who overprotect or otherwise restrict opportunity 
for development. 

The partially sighted can be tested by the use of the Binet or the 
various forms of the Wechsler with slight modifications. Binet materials 
which are to be read by the examinee can be typed in kindergarten type. 
Certain performance subtests of the Wechsler-Bellevue, such as the 
Picture Completion, the Picture Arrangement, and the Digit Symbol, 
probably will have to be omitted in many instances. There is a con- 
siderable range of visual efficiency among those known as the partially 
sighted and thus the degree of validity achieved will vary. The Stanford 
Achievement Tests +° have been published in large type; when used, the 
time limits are extended 50 per cent. Other tests may be prepared in 
large type or read to the subject if time is not a factor in the test. It 
probably will be best to use work-limit tests when possible. 

Considerable attention has been given to methods for testing the 
blind. Irwin (1914) modified the newly developed Goddard-Binet. 
Since then extensive work has been carried on by Hayes who, in 1942, 
published the Interim Hayes-Binet Intelligence Tests for the Blind, a 
modification of the Terman-Merrill Revised Stanford Binet Scale. The 
six verbal tests of the Wechsler-Bellevue scales can also be used. Braille 
editions are available for a number of well-known group intelligence, 
achievement, interest, and personality tests. Bauman has prepared an 
Emotional Factors Inventory specifically for use with adult blind. A 
number of employment and vocational tests, using modified instructions, 
are available (6, 45). For projective purposes, three-dimensional ma- 
terial is being used experimentally and some work has been done with 
auditory media and with orally given situations and incomplete sentences 

26). 
Testing of the hard of hearing does not present a particularly difficult 
problem when the handicap is recognized and effort is made to speak 


18 Yonkers, N. Y.: World Book Co; large-type edition prepared and published 
by Stanwix House, Pittsburgh, Pa. 
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loudly and distinctly with the examinee in a position to see the speaker’s 
face. A desk model hearing aid is often helpful. Paper and pencil, 
performance, and employment tests can be used without modification. 

A number of individual intelligence tests are available for use with 
the deaf. For children the nonverbal tests of the Merrill-Palmer Scale 
of Mental Tests, the Nebraska Test of Learning Aptitude, and the 
Ontario School Ability Tests may be used. Pantomime directions are 
included in the manual for the Arthur Performance Ability Scale (1) 
and the performance tests of the Wechsler Scales are also available for 
use. Paper and pencil tests of all kinds obviously may be used, although 
the content of personality tests is not always applicable. Only one test 
has been developed specially for the deaf, namely the Brunschwig Per- 
sonality Inventory for Deaf Children. Some investigation has been 
done on the feasibility of using the Rorschach (34, 104). In general 
there are more tests which may be used with the hard of hearing and 
the deaf without modification than there are available for the blind. 
This must not be taken to mean, however, that acoustic handicap is 
less severe; the effect of having a limitation upon linguistic communica- 
tion may be profound. 

Testing the crippled presents problems as varied as the nature of the 
crippling conditions one encounters. Many kinds of severe crippling, 
those involving the legs only, present no difficulty for testing. When 
speech or the function of the hands is involved, however, or when, as 
so frequently happens, both are impaired, testing may become so difficult 
as to be virtually impossible. Situations of this kind arise most fre- 
quently in cerebral palsy, where it is also true that the vagaries of intel- 
lectual function found among the brain-injured ++ are likely to be found 
(10, 34, 39, 54). Strother warns against long-range predictions based 
upon examination of the cerebral palsied and emphasizes the necessity 
for frequent re-examination (103). 

No special adaptations of tests are required for use with the epileptic, 
but where petit mal seizures are frequent, one must be alert for the 
occurrence of such seizures during testing so that failure to respond is 
not incorrectly interpreted. It is well to investigate whether drugs with 


14 Testing the brain-injured presents two problems. The first is that of determin- 
ing whether an observed inferiority of function is indeed the consequence of some 
neuropathology, the problem of assessing the psychological deficit. ‘This would be 
no problem if one had results from early tests of intellectual function, but such 
results are seldom available when the patient comes to the attention of the psycholo- 
gist because of behavior disorder. Psychological deficit may also accrue to certain 
neurotic and psychotic manifestations which apparently haye no organic antecedents 
(see Chapter 15). The second problem is that of supplementing the neurological 
examination of those suspected of having lesions of the central nervous system. A 
recent comprehensive survey of the literature on testing for psychological deficit has 
been prepared by H. F. Hunt under the title, Testing for psychological deficit, in 
D. Brower and L. E. Abt (Editors), Progress in clinical psychology, Vol. | (New 
York: Grune & Stratton, 1952). See also Molly R. Harrower (Editor), Recent ad- 
1990] in diagnostic psychological testing (Springfield, Ill.: Charles C Thomas, 
1950). 
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sedative effect are being used to such an extent as to interfere with func- 
tion. In addition to the use of tests for educational and vocational 
planning, it may be possible to make predictions relative to the outcome 
of rehabilitation. Levi has found that a high percentage of anatomy 
responses on the Rorschach is indicative of poor prognosis (66). 


Counseling the Handicapped. There is general acceptance of the 
view that the aim of counseling in any situation is fostering self-realiza- 
tion. Current controversy about counseling and psychotherapy concerns 
the counselor’s procedures. Here again there is virtually unanimous 
agreement that the counselee must take responsibility for his own 
growth, but there are differences of opinion about how much respon- 
sibility he may be expected to take. It is probable that adequate re- 
search will ultimately show that the amount of responsibility the 
counselee may be expected or required to take depends upon the kind 
of problem and the stage of the process at which cooperative work is 
being carried on. A major problem in counseling the handicapped is 
working out a solution of the marginality situation which does not 
involve, on the one hand, withdrawal to a secluded minority status or, 
on the other, attempting unrealistic identification with the majority 

26). 

The problems presented by the congenitally impaired will be related 
to the way in which the person’s parents have treated him. With young 
children counseling with the parents will be most necessary and fruitful 
for the development of the disabled child. The earlier the parents can 
be brought to an objective view of disability and institute adequate 
training, the better for the ultimate personality status of the child (38, 
49). When working with older physically disabled, we must remember 
that it is not only the impaired who have suffered from parental rejec- 
tion, overprotection, or domination; such influences are found in the 
life histories of the unimpaired also. 

Visual and auditory handicaps present special problems in counsel- 
ing. Most counselors have found that periods of silence are often 
effective and that considerable growth may occur during such periods. 
The effect of such silence when counseling blind persons is a dubious 
matter, however. The communication difficulties of the deaf present 
a severe obstacle to working at any considerable depth in the personality 
structure (34). 

Rehabilitation counseling is directed toward assisting the disabled 
to reorganize their lives in accordance with an altered status. A realistic 
acceptance of the disability with its limitations is the ideal reorganiza- 
tion. There are those who surrender to the disability and become 
dependent, and there are others who seek to ignore it. Neither of these 
reactions to loss of function is realistic. The reaction to adventitious 
disability is undoubtedly related to the kind of personality organization 
that existed prior to the loss, and it is this that accounts for the wide 
variation in reactions to loss and in the lack of correlation between the 
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severity of loss and the severity of personality disturbance. It is generally 
assumed that a healthy life-adjustment is a prerequisite for success as a 
counselor in any field; a realistic attitude toward the disabled is un- 
doubtedly an important requisite for the rehabilitation counselor. 

A word must be said about the possibility that incurring a disability 
may provide a “solution” for an existing personality problem, a possi- 
bility that has been most extensively discussed by Cutsforth, who holds 
that there would be more manifestly neurotic mechanisms among the 
blind were it not for the fact that blindness itself becomes a conversion 
symptom (21). Such a possibility undoubtedly exists for other kinds 
of disability. 

Vocational rehabilitation requires that one consider the disabled 
person as a whole and not concentrate upon his disability (33). It is 
relatively easy to select a job which a deaf person can do, but it may 
be very difficult for this person to accept the job as a fitting expression 
of his self-concept. Vocational adjustment must be more than match- 
ing abilities to jobs; it is the task of incorporating a job within an ap- 
propriate life plan. 

Knowledge of jobs is an essential portion of the equipment which the 
clinical psychologist working in the field of rehabilitation must have. 
Job information must include knowledge of how demands of jobs are 
related to particular disabilities and, even more important, how job 
demands may be modified for the handicapped. 


Summary 


In conclusion we must call attention to the fact that there are many 
individuals with multiple handicaps, as for example the deaf-blind. 
Limited space has not permitted any detailed discussion of the problems 
presented by these individuals, problems which are more nearly a multi- 
plication rather than an addition of the obstacles presented by the 
separate disability. The mentally retarded crippled present a difficult 
problem since parents and others who work with them are prone to 
overestimate the slightest developmental advance and believe that the 
psychologist's judgment that the child is dull results from failure to take 
the physical handicap into account. Careless reports of I.Q. changes, 
mistakenly interpreted as improvement in capacity rather than as a 
consequence of changes in intrinsic and extrinsic factors, too often 
support such erroneous and optimistic beliefs (9). 

There is ample opportunity for research in all of the psychological 
aspects of physical disability. The psychologist who is engaged in 
service activities will find it difficult to contribute to the factual knowl- 
edge about his problems in a systematic or rigorous way, yet he should 
be alert for every research opportunity that comes his way and continu- 
ally strive for better research facilities. Above all, he must recognize 
that often describing one’s acts as a manifestation of the clinician’s 
art is merely a euphemistic cloak for ignorance. 
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Chapter 13 


SPEECH DISORDERS 
By C. Van Rirrr, Pu.D, 


Ik OTHER CHAPTERS of this volume speech is frequently mentioned as 
a diagnostic sign. The monotone that betrays the deafened, the tum- 
bling logorrhea of the manic patient, the request of the psychiatrist for 
the utterance of “Methodist Episcopal" as an indicator of the extent of 
general paresis, all testify to the importance of abnormal speech as 
symptomatic of physical and emotional difficulties. Every clinical psy- 
chologist soon learns to listen to the more subtle aspects of speech—the 
sudden changes in inflection, tempo, vibrato, or stress, which reflects his 
client’s varying emotional reactions and offers clues to his inner state. 
Speech is indeed the tool whereby much of our therapy is accomplished 
and evaluated.’ 

Important as these considerations are, there are specific disorders 
of speech which every clinical psychologist will meet in his professional 
practice. Few of the problems dealt with in this volume will reveal the 
ignorance or incompetence of a therapist or diagnostician as quickly as 
will a speech disorder. Consider the stutterer who gives a spuriously 
low score on a verbal intelligence test because of his word fears, the 
delayed speech case with the severe behavior problems which magically 
disappear as soon as he has words to express his emotions and manipu- 
late his environment, the puzzling aphasic with his bizarre difficulties in 
all of the symbolic skills. These cases and many others may first be 
referred to the clinical psychologist, or he may be called upon to function 
as a member of a team which includes the speech therapist. Without 
some knowledge of the nature and etiology of speech disorders he will 
soon find himself in difficulty and unable to function effectively as a 
member of the professional team. 


1 The formal linguistic categories of grammar and syntax comprise phases of com- 
munication that are in no sense considered speech defects. The reader is referred to 
Maria Lorenz, and Stanley Cobb, Language behavior in psychoneurotic patients, 
A.M.A. Arch neurol. Psychiat., 1953, 69, 684-694; Language behavior in manic pa- 
tients, ibid., 1952, 67, 763-770; and to J. C. Whitehorn, and G. K. Zipf, Schizo- 
phrenic language, ibid., 1943, 49, 831-851. The projective aspect of speech is 
discussed in Chapter 7 of this volume. These problems lie outside the scope of the 
present chapter, 
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Types of Speech Disorder 


The disorders of speech are usually classified under the headings of 
(1) articulation, (2) voice, (3) rhythm, and (4) symbolization because 
these are the aspects of speech most often affected and because most of 
the abnormalities seem to fall quite naturally into these categories. An 
etiological classification is also sometimes used, with the speech defects 
divided into functional and organic groupings (31). Dysarthria and 
dyslalia, for example, are both speech defects of articulation and, while 
the pronunciation errors may be identical in a pair of cases, the former 
term alone is reserved for the individual with an organic disability such 
as cerebral palsy or aphasia. But speech is affected by so many environ- 
mental influences that we can never be certain that all or any of the 
abnormality is due to organic factors alone. A few individuals, to 
illustrate, with open clefts of the palate have been found with adequate 
speech due to ingenious compensatory mechanisms. Several cases with 
only the roots of the tongue remaining after trauma have been noted 
to possess intelligible speech. For these and other reasons, the sympto- 
matic rather than the etiological classification is more often used. 


The Disorders of Articulation: Dysarthria and Dyslalia. These have 
a varied and inexact nomenclature, including several varieties of lisping 
(lateral, interdental, nasal, occluded, and strident); lalling, which usually 
tefers to the mispronunciations due to an inactive tongue tip; baby talk 
(infantile perseveration) in which the easier and earlier acquired con- 
sonants replace the more complex and later maturing ones; and oral 
inaccuracy, which refers to careless and slurring articulation (18). 

Speech therapists seldom use these labels, preferring to call the dis- 
order one of articulation and to delimit it further in terms of the type 
of pronunciation error involved. These errors fall within four major 
groups: substitutions, omissions, distortions, and insertions. They com- 
prise the basic problems of therapy. Most articulatory speech disorders 
are the result of poor pedagogy on the part of parents (12), perceptual 
deficiencies (24), low intelligence (13), negativism (27), infantilism 
and emotional conflicts (5), organic abnormalities of the peripheral 
speech structure (25), and brain damage (19). In severe articulation 
disorders, the intelligibility may be so impaired as to render communica- 
tion almost impossible. Delayed speech, usually considered a special 
case since it often exhibits a marked linguistic disability in addition to 
the pronunciation errors, can arise from the same etiology. Its differen- 
tial diagnosis from congenital aphasia is often difficult and is usually 
established through birth history and the presence or absence of abnor- 
mal motor development and neurological anomalies (2). The articu- 
lation disorders account for approximately 70 per cent of all defects of 
speech. The average child does not master all of his speech sounds 
until the age of six, with s, I, r, th, and the blends being the last acquired 
(20). The milder cases (those with relatively few errors and who can 


13] SPEECH DISORDERS 355 


make the sound in isolation although not in speech) tend to master 
their pronunciation problems without formal speech therapy before 
the age of nine years. After this age, the incidence in terms of grade or 
chronological age does not seem to show much decrease without special 
training (21). 

Therapy for the articulation disorders generally consists of training 
in auditory discrimination of the errors of substitution, omission, or 
distortion, phonetic training in the utterance of the correct phonemes, 
strengthening of the sounds in isolation, effecting a transition into 
meaningful speech, and making the new skills habitual. Etiological 
factors are attacked when still operative. Deep psychotherapy is seldom 
required, although some mental hygiene or release therapy often facili- 
tates treatment (see Part IV). Public school speech therapists usually 
work successfully with these cases. 


The Disorders of Voice (Dysphonia). These are classified according 
to their abnormality in terms of pitch, intensity, and timbre. Here again 
the nomenclature is unsatisfactory, several terms being used for the same 
disorder. Some voices may be defective in one or more of these factors 
(15). The falsetto usually involves both pitch and timbre abnormali- 
ties; the individual whose habitual pitch is placed at the bottom of his 
normal pitch range tends to have both weak intensity and a monotone; 
the strident (piercingly harsh) voice may also be hypernasal. Some 
voice disorders may occur with concomitant articulatory deficiencies. 
Cleft palate speech, for example, while characteristically nasal, is also 
often accompanied by lalling articulation (15). 

Many of the disorders of voice have a psychogenic origin. Imitation, 
emotional stress, and faulty habits account for the majority of them. 
However, no voice disorder exists that cannot have either a functional 
or organic cause, or both (7). Aphonia, the complete loss of voice, can 
be due to growths on the vocal folds, to vocal abuse and strain, or to 
hysteria. Hypernasality may be due to a soft palate of insufficient extent 
to close off the nasal cavity, or it can be due to identification with a 
parent who speaks in the same way. It, too, can be the result of a 
vocational pattern, such as in auctioneering. Eunuchoid voice (too high 
a pitch) may be due to a lack of secondary sexual development or to 
faulty habits of vocalization. Hoarseness can be due to strain resulting 
from utterance in the presence of strong masking noise or it can come 
from the pathology of tuberculosis of the larynx (6). 

Therapy for the voice disorders may in some instances require the 
services not only of a professional speech therapist—one who holds Basic 
or Advanced Certification in The American Speech and Hearing Asso- 
ciation—but also of the oral surgeon, the orthodontist, and the psychia- 
trist. Deep psychotherapy may be indicated (3). Therapy, once the 
contributing causes have been alleviated, consists in the use of various 
techniques for teaching a normal pitch or intensity level, or for modify- 
ing the voice quality in the direction of adequacy. Voice therapy pre- 
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sents many difficult problems and should be entrusted to the expert 
speech therapist rather than to teachers of elocution, public speaking, 
or singing. 


The Disorders of Rhythm. Here, stuttering (stammering) is the 
most frequent. There are two major diagnostic and therapeutic cate- 
gories for stuttering: primary and secondary (26). In the first, usually 
found in young children, the symptoms are primarily unforced, auto- 
matic repetitions or prolongations of a sound or syllable. The child 
does not seem to be aware of them, nor does he react by avoidance or 
struggle. In the secondary stage of stuttering, avoidance and struggle 
do occur and the symptomatology is often bizarre and grotesque when 
approach and release reactions become conditioned to the cues precipi- 
tating the blockings. The secondary stutterer shows marked fears both 
of words and speaking situations. Oftentimes personality changes occur 
as the abnormality grows in severity and the social penalties increase 

5). 
j The disorder usually arises early in the life of the individual, about 
two to four years of age. According to Bryngelson (4), if the child can 
be kept from developing the secondary reactions, the prognosis is favor- 
able. The symptoms tend to disappear before puberty. Secondary 
stuttering does not show this characteristic. The etiology of stuttering 
is diverse (1). It may develop from the normal hesitations of a child 
learning to speak, especally if these are invested with parental anxiety 
or if they result in frustration. It may result from emotional conflicts 
involving speech or the organs of speech (12). In a minority of cases 
it may be due to a native deficiency (31) in the ability of the individual 
to perform temporal patterns of movement with speed or precision 
(dysphemia).? Whatever the original cause or causes, the disorder 
seems to follow much the same course of development into the sec- 
ondary stage. Therapy is difficult and relapse is frequent. 

Therapy for the primary stutterer consists largely of parental coun- 
seling seeking to remove the disruptive influence of environmental 
pressures, release therapy for the child, increasing his basic security, and 
in some instances training in desensitization to the communicative 
factors causing breakdown. Treatment for the secondary stutterer may 
involve deep psychotherapy and certainly long-term speech therapy by 
a competent and professional speech therapist. Many of the acquired 
struggle and avoidance reactions may be eliminated through careful 
retraining. The stutterer must be taught to accept his stuttering as a 
problem and to modify the symptoms toward an acceptable nonfluency. 

Among other disorders of rhythm we may include cluttering, speech 
broken and distorted by excessive rate; the speech in multiple sclerosis 
(see Chapter 12) where a curious scanning of words, syllable by syllable, 


2 The term dysphemia refers to any underlying neuromuscular condition which 
reflects itself peripherally in neural impulses poorly timed in their arrival in the paired 


speech musculatures (25). 
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occurs; and the speech of cerebral palsy, which is marked by athetoid 
tremors and uncoordinated gasps that interrupt the even flow of utter- 
ance (19). D 

The Disorders of Symbolization. These are all classified under the 
general heading of aphasia. Aphasia causes a loss in the ability to send 
or receive meanings. All of the language functions may be involved: 
reading, writing, speaking, comprehending speech, cartoons, or even a 
gesture. Certain of these may of course remain relatively untouched. 
Nonlanguage deviations can also occur, such as loss of memory, loss of 
attention and concentration, excessive perseveration of responses, and 
loss of ability to handle abstractions or symbols of any kind. 

There are many terms used in describing the various patterns of 
abnormality found in aphasia. Among those most often used today 
are receptive aphasia, difficulty in comprehending verbal or written 
language or symbols; expressive aphasia, difficulty in finding the words 
the aphasic wishes to utter, inability to write, calculate, or spell, and the 
like; apraxia, difficulty in executing meaningful movements; and agnosia, 
loss of the ability to recognize stimulus objects as meaningful. The 
cause of aphasia is injury to the brain cortex. This may be traumatic, as 
in the case of a shrapnel injury, or it may come from a vascular accident, 
the breaking of a blood-vessel, or the presence of a tumor among other 
similar pathological agents. 

The better to portray the problem approach (see Chapter 1) to the 
speech defects definitively set forth above, two case reports follow. 
Each, in purpose, illustrates the nature of the specialist’s duties and 
indicates how upon occasion the clinical psychologist and his skills 
enjoin those of the speech pathologist. 


Case Summary of a Secondary Stutterer 


This case study of an adult secondary stutterer was prepared by a 
professional speech therapist. Because of the client’s severe stuttering, 
much of the general case history information was first gathered through 
a questionnaire, then supplemented by direct interview. We required 
that prior to examination he prepare a written autobiography as well as 
fill out the Purdue Information Questionnaire, a device which enabled 
us to gain a fairly complete historical account of his stuttering experi- 
ences and attitudes toward his disorder. We next made a symptom 
analysis to discover the presence, frequency, and severity of his ap- 
proach, release, and avoidance responses, all considered by most speech 
therapists to be conditioned responses, which through proper retraining 
might be modified or eliminated. A polygraphic record of his breathing 
was made to help us analyze less obvious reactions of the same sort. In 
order to test for the presence of dysphemia, tests of laterality and dia- 
dochokinesis (see p. 362) were administered. Psychological examina- 
tions included the TAT, the MMPI, and the Rorschach. Inasmuch 
as these did not indicate pronounced tendencies toward psychoneurosis 
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or psychosis, and because of space limitations, their summaries are not 
ptesented here. Finally, the basic therapy plan as developed by the 
speech therapist is presented. 


Case History SUMMARY 


Name of case: Abraham Goldman Summarizer: M. C. Crickmay 
Address: 3806 Sixth Street, Toronto, Birth date: August 5, 1931 
Canada 


Farner. Jack Goldman, age 56, carpenter, born in Germany. Left 
school at the third grade, and came to Canada after World War I. A 
prominent member of his church. Has mild stutter which he claims he 
cured through his own will power. Uses this “cure” as a weapon against 
his son. Strict disciplinarian. Never goes out with his wife, usually with 
cronies. Has little to do with his two daughters. Cannot tolerate his son’s 
stuttering, and leaves room when he begins to talk. This is his only marriage. 

Moruner. Sarah Goldman, age 56, born in Poland and came to this 
country in 1922. Did not finish third grade in school. Deeply religious. 
Married to escape living alone. Showers affection on her son, but never 
any show of affection between husband and wife. Very submissive, particu- 
larly to her husband. Good health. Very good housekeeper, and is proud 
of this. Speaks English well, no speech defect. Never goes anywhere ex- 
cept to visit her elder sister who lives a mile away. Her only marriage. 

OTHERS LIVING IN THE HOME. Two sisters, both unmarried. Ages 20 
and 18 years. Both completed high school and both have good jobs. No 
speech defects. 

Homer. Family lives in a five-room apartment in residential district. 
Well-kept home. 

Birtu uistory. Normal birth. Baby weighed 8 pounds 2 ounces. Nor- 
mal in all respects. 

DEVELOPMENTAL HISTORY. Breast fed during first few months. First 
teeth at 6 months. Sat up at 10 months. Toilet trained at 14 months. 
First word at 12 months Began to use two-word phrases at 14 months. 
Began to feed himself at 18 months. Tonsilitis at 5 years; whooping cough 
at 6 years; mumps at 7. Broke his leg at 8 years, but no further trouble 
with it. Family moyed from a Jewish to a Gentile neighborhood when Abe 
was 8 years old. At first he was unhappy, feeling himself to be “different” 
from the other children, but being good at games he soon made friends and 
was accepted by the other children. Became aware of, and acutely sensitive 
to the Jewish-Gentile problem. Father refused to let him bring his Gentile 
friends home, causing conflict between father and son. The boy was moody, 
irritable, and restless at home, and was seldom there except to eat and sleep. 
He had little contact with his sisters and used to get “mad” when they tried 
to be pleasant to him. 

MENTAL AND EDUCATIONAL DrvELoPMENT. School days fairly happy 
in spite of some teasing about his speech. Got on the school team and 
made friends, whom he still has. Feels his academic progress was blocked 
by his speech disability, but despite it made good grades and did especially 
well in mathematics. He dreaded oral work and avoided it as much as he 
could. He had one unfortunate encounter with a teacher who bawled him 
out about his speech and as a result he developed a hatred for teachers. Had 
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little social life at high school, as he refused to “date” girls on account of 
his speech. Was worried over the religious purges in Germany. The ques- 
tion of “Can it happen here?” is still in his mind. Takes an intelligent 
interest in the larger world problems, such as religion and ways of attaining 
world peace. 

Hanvepness. Left handed, but at age of 4 years his father began to make 
him use his right hand. For a time he was obliged to play games with his 
right hand; now as an adult, he plays all sports with his left hand, but 
eats and writes with his right. 

Hisrory or Aputr DEVELOPMENT. On leaving school he tried to join 
the Air Force with his friends, but was rejected because of his speech. Same 
rejection from Army. Marked loss of confidence after this set back. Wanted 
to lead the life of a bum to get away from people. Father suggested his 
going into accountancy. Refused to look for work alone on account of his 
speech, but finally got a job with an accounting firm, working in the office 
during the day and attending school at night until he got his degree. Is 
still with the firm. Enjoys the paper work, but finds all oral contacts and 
telephoning difficult. Tries to avoid these situations whenever he can. 

Hisrory or STUTTERING. Speech was normal up to 4 years of age. 
Stuttering developed suddenly a month after father started changing his 
handedness. (He came home frightened one day and could not talk.) 
Began to have increasing difficulty in saying the initial sounds of words. 
Stuttered badly at 5 years when taken to hospital to have his tonsils removed. 
Stutters particularly badly to father, and is convinced his father thinks him 
stupid because of his speech difficulties. Has always refused to talk to his 
parents about his stuttering, and has hidden the shame and embarrassment 
he suffered on account of it. Gets “mad” when people try to help him by 
saying the word for him. Is very sensitive about his speech, as shown by 
his violent reaction to his sisters' suggestion that he should get a job after his 
failure to get into one of the armed services, and by his refusal to date girls 
after one had laughed at his stuttering. Cannot join in the conversation at 
the table, and feels frustration and some self-pity in this situation. Refuses 
to answer the telephone and door bell when at home. When at school he 
received treatment from a “quack” for his speech but derived no benefit 
from it, and in addition to this disappointment, had the shock of finding 
the man was homosexual. Went to other clinicians who tried to help him, 
but without success. Came to this clinic because a friend received treatment 
here which helped him. Appears to have a strong motive for overcoming his 
stuttering, as he feels it is blocking his progress. He is willing to give up 
his job in order to work to improve his speech. Good rapport in interviews. 
Has a good sense of humor even about his stuttering. 


Data Obtained from the Purdue Information Questionnaire. This 
questionnaire provides an easy and quick way of acquiring information 
that would otherwise require much time. It falls into two parts. The 
questions in Part I are aimed at eliciting information as to the stutterer’s 
present attitudes toward his disability; the effect his stuttering has had 
on his social behavior; and the environmental conflicts and pressures that 
he has had to contend with. The questions in Part II aim at eliciting 
information about his stuttering blocks; the particular devices he uses 
as a reaction to his fear of stuttering; his emotional reaction to blocking; 
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the situations which produce stuttering; the people who provoke stutter- 
ing, and the neurotic rewards that obtain from the defect. The informa- 
ing obtained from this approach to Goldman’s problem was as follows: 


ATTITUDE Toward SruTTERING. Attitude is a compound of feelings of 
self-pity, guilt, inferiority, morbidity. He is unrealistic about his stuttering 
and is envious of normal speakers. He has an anticipatory feeling of fear 
before speech situations. Feels angry or itked after a bad block. Has some 
embarrassment after blocking, and sometimes develops physical aches and 
pains as a reaction to his stuttering. Sometimes finds himself saying things 
he does not mean and making “smart-alecky” remarks. 


ENVIRONMENTAL PnrssunEs AND Conruicts. A teacher was the first 
person to make him emotionally aware of his defect. Penalized by teacher 
for stuttering. Stuttered more at school than at home. Some penalization 
by parents, and some teasing from other children. Finds it hard to read 
in front of a group, and to telephone. 


EFFECT or STUTTERING ON Socrar Bruaviom. Stuttering has affected 
his choice of career, has prevented him from joining social groups, and has 
made him avoid speech situations. Prefers to follow and not lead in social 
situations. Finds some people harder to talk to than others. Harder to talk 
to girls than to boys. 


Nrunoric REWARDS FROM STUTTERING. Stuttering an aid in avoiding 
unpleasant tasks at home and at school. Excused from reading aloud at 
school. 


Symptom Analysis. Of equal importance to the detailed case history 
are the techniques of symptom analysis (25, p. 297). Because many 
abnormalities in stuttering consist of habitual reactions associated with 
fear or block, these must be detected by methods that serve to exhibit 
the defects around about which many a secondary stutterer has devel- 
oped his own pseudo-adaptive devices. For this reason one examination 
is seldom sufficient to elicit the entire gamut,of symptoms. Symptom 
analysis accordingly requires considerable time, skill, and patience. The 
stutterer must be examined under conditions of stress in order to obtain 
a picture of the manner in which he approaches a feared word and how 
he tries to release himself from blocking. Techniques, such as the 
following, can be used: phonograph recording of speech, telephoning, 
speaking before an audience, paraphrasing, narrating anecdotes about 
unpleasant experiences. Symptom analysis, more specifically, presents 
a picture of the stutterer's symptomatic ways of (1) avoiding the feared 
word; (2) postponing effort to speak the word; (3) starting the word; 
(4) avoiding the attitude of expectancy (antiexpectancy) to stutter by 
filling the mind with other things or by developing an overconfident 
air, for example; (5) releasing the block by such techniques as stopping 
and repeating the word, stopping and saying the word on residual air, or 
by changing the pattern of breathing by speaking the rest of the word 
on inhalation, among other techniques (25, p. 299); (6) sequential 
appearance, such as always pausing first before a feared word, then 
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starting by swallowing; (7) reacting to specific cues that precipitate 
stuttering, such as first or last words in sentences, unfamiliar, difficult, 
or emotionally loaded words; (8) general expectancy where the situa- 
tions in which the specific cues occur are made known, such as in talking 
or reading aloud when alone, singing, whispering, or differences in speech 
with important persons in the life situation; and (9) nature and location 
of neuromuscular tremors and tensions in the client’s speech mecha- 
nisms. The details of this examination with Mr. Goldman are so numer- 
ous as to preclude their inclusion here. Suffice it to say that the results 
of his symptom analysis agreed closely with the findings reported below. 


Report on the Breathing Test. Kymograph or polygraph records of 
thoracic and abdominal breathing during speech often demonstrate 
symptoms difficult to detect by other means. Mr. Goldman’s records 
showed the following abnormalities: (1) when he has the feeling of 
fear before speaking a word, he exhales, then tries to say the rest of the 
word on residual air; (2) when blocked, he tries to say the word on 
inhalation; and (3) he shows air wastage before starting to speak. 


Vertical Board Test of Laterality. Research has indicated the pos- 
sible effect of a shift in handedness or of confused sidedness (laterality) 
upon speech (25, 26). It is thus helpful to administer appropriate tests 
to determine whether confused laterality is a contributing factor in the 
speech disorder. Tests of so-called native sidedness include measures of 
eyedness, convergence strength, thumbedness, footedness, and the verti- 
cal board or critical-angle board tests, the last being the most reliable 
and the best standardized (25, p. 291). Here the client is required to 
write simultaneously with both hands by means of a bimanual stylus, 
one on each side of an upright vertical board. The nondominant hand 
will write in the reverse lateral direction (mirroring) while the dominant 
hand will draw or write the pattern correctly. This test is administered 
by presenting patterns kinaesthetically, visually, and in script. 

The following results were obtained when this test was administered 
to Goldman. When the pattern was presented kinaesthetically, he drew 
it correctly with his left hand, but produced a mirror drawing with his 
right. Under conditions of visual presentation, the pattern was drawn 
correctly with the left hand, except for a reversion to mirror in the 
middle of the pattern, but was completely mirrored by his right hand. 
Under the third condition, consisting of drawing a word spoken (client 
blindfolded), the left hand mirrored, while the right hand drawing was 
correct. Inasmuch as the kinaesthetic drawing is less likely to be in- 
fluenced by training than the script and visual methods, it is more likely 
to reflect the innate bias of the individual. It would thus seem that 
Goldman is a left-handed person. The fact that he drew the visual 
pattern mirror fashion with his right hand, and correctly with his left 
hand except for a deviation toward mirroring in the middle of the 
pattern, indicates an ambivalence of laterality likely due to his having 
been trained to write and draw with his right hand. The fact that in 
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the script test he wrote the word correctly with his right, although mirror- 
ing with his left, is probably due to his early training. Summarily, it 
would appear from Goldman’s performance that he is innately a left- 


handed person, but owing to his having been trained to use his right 
hand in writing and drawing, there is now some ambivalence of laterality. 


Tests for Diadochokinesis and Rhythmokinesis. These terms refer 
to the stutterer’s relative ability (or inability) to move rhythmically and 
rapidly the paired speech muscles with precision and speed. Because not 
all stutterers exhibit incoordinations, testing is necessary to select those 
which do. A phonograph record, made up of patterns tapped out in 
musical notes, is played. These patterns range from simple to complex, 
and vary in speed. The client is instructed to click his teeth (jaw biting) 
together, or to pant, or to protrude the tongue in time to the music. 
Goldman’s performances are described in Table 13-1, and indicate that 
tremors, located in the tongue and jaw musculature, comprise one of 
his secondary symptoms. They also suggest that abnormal breathing 
patterns, as shown by previous tests administered, occur during or before 
his blocks. 

TABLE 13-1. 


SUMMARY or THE CLIENT'S PERFORMANCES ON A TEST FOR DIADOCHOKINESIS 
(25, ». 295) 


1. Jaw biting 


Slow and ayerage speeds 
Fast speech (3 trials) 


Tongue protrusion 

Slow speed (3 trials) 
Average speed (3 trials) 
Fast speed (3 trials) 


3. Panting 
Slow and average speeds 
Fast speed (3 trials) 


Normal 
1 normal; 1 arhythmic; 
l tremor 


Normal 
2 normal; 1 arhythmic 
2 tremors; 1 arhythmic 


Normal 
3 arhythmic 


Outline of Therapy. The collation of all findings reported above led 
to the development of the following therapeutic plan by means of which, 
in goal Mr. Goldman might be expected to learn to stutter easily, 
briefly, and fluently so that he no longer felt his speech to be a problem. 
To achieve this, the approach should be divided into three parts: group, 
individual, and self therapy. The group should consist of stutterers 
who, like himself, are just beginning their treatment, of those who are 
further advanced, and, of particular importance, of stutterers who have 
finished their therapy and have achieved the goal. Having experienced 
rejection from groups because of his speech and his religion, Goldman 


3 The therapeutic approach briefly outlined here can be related, if desired, to the 
several chapters in Part IV of this volume. Chapter 22 is especially pertinent — 
The editors. 
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has a strong tendency to withdraw from all groups. Thus, if he can be 
led to acquire a sense of belonging to his therapy group, this experience 
may prove to be the key to the solution of the entire problem. This 
group should meet with the speech therapist daily. The therapist should, 
first, outline the whole course of the treatment, giving the group as a 
whole a preview of the experiences that lie ahead. He should next out- 
line the subgoals to be attained weekly by each individual in the group. 
And each day the therapist should give assignments directed toward the 
attainment of these. Meetings should be as informal as possible, with 
free discussion of the therapy, of the individual client's reaction to it, 
and of the problems that arise along the way. 

In addition to daily meetings with the speech therapist, the group 
will also meet daily with one of the senior clinicians. In these sessions 
each client will report on the fulfillment of his assignments. His ex- 
periences will be discussed and evaluated. The importance of self 
therapy will be stressed, and plans for doing this will also be considered 
at these meetings. 

In self therapy Goldman's aims, it is suggested, should be (1) to in- 
crease his personality assets and to decrease his liabilities, and (2) to 
make himself into a more socially adequate person. ‘These assignments, 
once settled upon, will be carried out daily. The group, meeting daily, 
can on its own discuss and evaluate each other's experiences. At the 
beginning of treatment it will be helpful if a stutterer who has attained 
the goal works with Goldman, accompanying him on his assignments 
and discussing his own experiences. Such a companion would serve 
as an "object lesson" by demonstrating to Goldman that objective atti- 
tudes are possible even in stuttering situations. 

During the first month or two of treatment, it will be necessary for 
the speech therapist to have an individual conference with the client 
each day. This will provide a situation in which he can gain insight 
into his personal problems. These interviews should be as nondirective 
(see Chapter 20) as possible, permitting Goldman to verbalize his 
feelings toward his family (particularly his father), toward his religion, 
and toward his speech problem. Once he obtains insight into these 
items and once he begins to alter his attitudes toward them, the con- 
ferences can be decreased. During the final months of treatment the 
client may well be having only an occasional individual conference. 

Psychotherapy, it is judged, will be an important part of the treat- 
ment approach. Both in group meetings and in individual conferences, 
it should aim toward the attainment of the following goals: (1) the 
realization that it is possible to have reactions other than his present 
ones toward his two major problems, i.e., being a stutterer and a Jew; 
(2) a realization of the inadequacy of his present reactions, and the 
awakening of a desire to change them for more mature ones; (3) an 
acceptance of himself as a stutterer and as a Jew; (4) an acceptance of 
his stuttering as a problem to be solved; (5) through self-help assign- 
ments, to change his conception of himself from a socially inadequate 
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to a socially adequate person; and (6) building up his social skills with 
special reference to his relationships with girls. Mr. Goldman eventually 
achieved the goal and was later willing to work with new clients in much 
the same manner that others had earlier supported him. 


Case Study of an Aphasic 


This report is presented in the manner of its development as well as 
in terms of the daily routine in the speech clinic the better to illustrate 
these functions. 


Dear Sir: 

DEE MEANT A sis , our company physician, has suggested that we 
refer one of our clients, Mr. J., aged 35, married, no children, to you 
for psychological examination. Mr. J. was seriously injured in an auto 
accident three years ago and we, as his insurance company, wish to 
determine whether or not he can be freed from his present status of 
total disability. 

As of this date, Mr. J. is neither employed nor employable, because 
of a brain injury resulting from the accident. It is described in the 
enclosed neurologist’s report. The injury prevents him from all com- 
munication, either written or oral. Our company physician, however, 
feels that the neurologist’s report is unduly pessimistic and that some 
measure of rehabilitation can be effected. The man impresses us as 
being quite intelligent, although communicatively helpless. One arm 
is still paralyzed. Because he is without speech, we have been unable 
to secure either self-employment or outside employment for him. 

What we require from you is an estimate of the extent of language 
loss, the amount of mental deterioration, a statement of the emotional 
effect of the injury with reference to his employability, a prognosis as 
to restoration of speech and/or writing, the type of training needed, 
and the approximate cost of the psychologic or speech therapy. When 
can you see him? 


The insurance company provided us the neurologist’s report based 
upon an examination just prior to the referral: 


Expressive aphasia of three years duration due to trauma in the left 
frontal-parietal region. Upper right arm paralyzed. Right leg par- 
tially affected. No hemianopsia. Some mirror movement of opposite 
extremity when right leg is moved. Some apraxia. Electroencephalog- 
raphy corroborated locus of injury. No further involvement. No 
epileptiform spikes. Language function markedly impaired. Compre- 
hension fair. Hyperactive reflexes. General impression: little possi- 
bility of improvement. Prognosis for recovery of language function 
definitely poor. Cranioplasty is adequate. 


This was our reply: “ 


Dear Sir: 

We will be able to examine your client, Mr. J., at 2:30 p.m., Friday, 
June 30th, and to attempt to procure the information you desire. How- 
ever, the psychological examinations of an aphasic are dependent upon 
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many variables (rapport, fatigue, emotional state) and usually several 
sessions are required. We also wish to interview Mrs. J. before we see 
the patient. A preliminary case history and an exploratory interview 
are always necessary with these cases. If you can arrange to have her at 
the office at 9:30 a.m. on the same day, we can accept the case. 


Interview with Mrs. J. Mrs. J. was an intelligent, attractive woman 
of 30 who prior to marriage had been a high school teacher of Latin and 
French, She was cooperative and easy to interview. She had tried to 
do some reading on aphasia in the medical literature but without too 
much comprehension. She brought with her the first page of a two- 
page medical report made by the attending physician at the time of in- 
jury. The second page had unfortunately been lost. Mrs. J. reported 
‘that the physician who had done the operation had died in the interim. 
The report read as follows: 


Multiple fractures of the skull localized primarily in the parietal 
region but extending over the vault, were shown by the Roentgen 
examination. Convulsions proceeding from the right side were fre- 
quent. A decompression operation in the area of injury demonstrated 
laceration of subdural tissue. Multiple hematoma and hemorrhaging. 
Vessels were tied, necrotic tissue, blood clots and bone splinters were 
removed. Babinski reaction on right side . . . 


The following is a summary of information provided by Mis. J.: 

The patient was a right-handed male, formerly a teacher in a small 
college, who had been injured in an automobile accident at the age of 
32. The skull had been fractured in the area of the left parietal lobe, 
resulting in a coma of six days duration. The injury and subsequent 
operation had necessitated the removal of about 6 c.c. of cortical tissue. 
This portion of the skull was eventually covered by a silver plate. "Total 
loss of the power to speak resulted and was accompanied by paralysis of 
the right arm and leg, a few epileptic seizures of the grand mal type at 
first which soon gave way to minor petit mal episodes, finally clearing 
within four months. Occasional temporary paresthesias appeared and 
disappeared during this period. 

Recovery of the ability to use the right leg in walking took place 
about the sixth month after the injury, and the patient became able to 
utter spontaneously a few words. Most of these were profane interjec- 
tions, although during the past three years he did upon occasion repeat 
a phrase or two when his wife tried to teach him to talk. He often 
moved his lips as though talking to himself, but used gestures or an 
occasional attempt at writing to make his needs known. She claimed, 
however, that he could understand everything and was able to compre- 
hend printed although not written materials. "She insisted that he was 
still very intelligent and felt that he could learn to talk and write again 
with proper training. 

With reference to personality attributes Mrs. J. reported frequent 
alternations of euphoria and depression, the latter accompanied by yo- 
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calized sobbing. She described his former personality as introvertive, 
shy, sensitive, and retiring. "His teaching and writing (Mr. J. was the 
author of a textbook on foreign language teaching and of numerous 
technical articles) were his life, his hobby, and his major source of self- 
respect,” she said. "That's why it’s so tough on him now." 

Besides the income from his disability insurance, the family had no 
other resources, their savings having been used up in medical fees. Mrs. 
J. had done some tutoring to augment the finances and wanted to return 
to teaching. She had not done so, fearing further convulsions and be- 
cause her husband “hates to let me out of his sight.” (This phrase was 
spoken with evident irritation.) The insurance company had tried to 
get Mr. J. interested in raising rabbits, but the project had failed after one 
litter had died. “He hates all animals. All he loves is books. He sits 
for hours, holding one, pretending to read. I think he does read the 
paper though, judging from his eye movements.” Mr. J., according to 
his wife, worried over finances and disliked the sight of money. 

Mis. J. expressed her willingness to assist in the language retraining. 
“TI be glad to go to every training session with him, if it will help. I 
doubt whether he will ever be the same again, but any improvement 
should make my life easier. I’ve tried hard to help him, but often I 
think I just make him worse. I don’t know what to do. Do you feel 
he really can be helped?” 

In reply to her query, we were cautious. We told her that it was 
impossible for us to give her any real assurance without examining her 
husband, that aphasia takes many forms, and that there were many 
gradations in severity. However, we also said that some aphasics had 
been able to recover remarkable amounts of language behavior through 
proper training and self-help. We referred her to two articles: William 
Rose, A physician’s account of his own aphasia,* and Colonel Lawrence 
Bixby's Comeback from a Brain Operation.’ We also suggested that for 
comprehensive background information, she read Wepman’s Recovery 
from aphasia (30). Finally, in terminating the interview, we asked her 
to return with her husband for his afternoon appointment. She was told 
that we would want her to share in the initial interview but not in the 
testing sessions. We also asked her if he could comprehend our instruc- 
tions and for any behavioral signs that might indicate resistance, frus- 
tration, or catastrophic reactions on the part of the patient. She replied: 
“He can understand anything if you go slow enough and don't talk too 
complicatedly. Give him time. Sometimes after you ask him a ques- 
tion, he seems to have to say it to himself before he understands. Watch 
his bad arm. If it begins to lift up a little, he’s getting too tense. His 
lower lip quivers, too. If you push him too hard he'll start to sob or 
laugh and then he can’t stop, even when he wants to. He gets tired 
pretty easily so don't give him too much at one time.” 


4 J. Speech Hearing Disorders, 1948, 13, 294-305. 
5 Harpers, 1952, 205, 69-73. 
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Planning the Initial Interview. Here we were faced with several 
problems. Should we merely try to get a general impression of the 
problem through interviewing and informal exploration, or should we 
subject him to a thorough testing program? What testing procedures 
were available and advisable? How should we define our role as agents 
of the insurance company to the client, who was probably expecting some 
sort of therapy program? What should be the minimal objectives of the 
first interview? We decided to make the interview an exploratory one 
in which we would try to assess the degree of expressive and receptive 
language loss, the patient's attitude toward his problem, his drive toward 
recovery, and to prepare him for further testing. We remembered that 
Goldstein (9) and Wepman (30) agreed with Granich (10) in main- 
taining that the study of the aphasic's defects is best done when the 
approach is flexible and when treatment is viewed as a "continuous 
psychological examination." 


Summary of the First Interview with Mr. J. Mr. and Mrs. J. were 
prompt for their appointment. He walked in with only a slight limp 
and sat down without difficulty. Speaking casually but in short sen- 
tences and with frequent pauses, I explained to him that I wanted to 
see what could be done to help him, and that some of the things I 
would ask him to do would probably be too difficult. He was assured 
that this would not matter inasmuch as I was more interested in what he 
could do than in what he could not. I began by testing comprehension, 
using such sentences as: "Is this my nose?" "Is the pencil on the 
book?” These were all understood. The client nodded and gestured to 
indicate that he could do them easily. We then asked him to follow 
our directions, using commands given by Weisenberg and McBride 
(28): “Close your eyes!” “Shake my hand!” He was able to perform 
all single-fold commands of this type as well as all those of the two-fold 
types: "Stretch out your arm and wave your hand!” However, he failed 
on the first two of the three-fold directions: “Put the key on the chair, 
shut the door, and bring me the box,” so I returned to a single command 
in order to end this activity with a success. Mr. J. reacted to failure by 
looking helplessly toward his wife and by shaking his head sadly. 

Remembering that Henry Head (28) had mentioned that writing 
one’s name is easier and more automatic than any other form of 
spontaneous writing and that, accordingly, this skill was the last to 
disappear and the first to reappear, I took out a blank check and wrote 
my name on the line. I then tore it up and put the pieces in the waste 
basket. I then asked Mr. J. to do the same. This he did, shaking his 
head negatively, although with great effort and poor control. He was 
elated over the writing performance, showing it to his wife, who seemed 
surprised and pleased. Then he held the paper in his teeth, tearing it 
apart, but keeping the signature piece. He reached in his pocket and 
pulled out a dollar bill. He made a motion as though to tear this, then 
shook his head to indicate that he knew the value of a signed check. 


368 AN INTRODUCTION TO CLINICAL PSYCHOLOGY [13 


He overlaughed when I indicated my understanding of his pantomime. 
Mr. J. failed in copying single words. 

Emptying some pennies on to the desk, I arranged them in sequences: 
one penny, two pennies, three pennies, etc., then asked him to do the 
same. He was successful up to six, then repeated the six arrangement 
three more times. I observed his lips moving as he touched each pile, so 
I began to count aloud with him, “one, two, three, four, five, six, 
seven . . ." I hesitated at this point. He whispered “eight, nine, ten” 
quite distinctly. When I asked him to count aloud, he refused. His 
wife said quickly, “He just can't do that.” I then gave him some cards 
on which were typed or written some of the commands previously used. 
He was able to perform all of those which he had understood orally, thus 
indicating his ability to comprehend visual symbols, but he failed in 
reading all the script commands. When he was asked to try to read 
the typed (printed) cards aloud, he refused, and thereafter appeared to 
have more trouble in comprehending them. 

Mis. J. was asked to help me demonstrate the next activity. I asked 
her to repeat in a whisper the word that I pronounced aloud as I pointed 
out and named several articles about the office. Mr. J. watched the 
scene closely and it was apparent that he, too, was whispering or forming 
some of the words his wife was repeating. When Mr. J. was then asked 
to perform the activity, he had only two successes: "chair" and "pic- 
ture,” the latter sounding more like “pipper,” in so far as we could hear it. 
On many of the others he made little effort, merely shaking his head. 

He was then told that I wished to examine his mouth. I put on a 
head mirror, and stuck a tongue depressor in his mouth, commanding 
him to say "ah." This he did perfectly. No sign of paralysis was noted. 
I also had him repeat most of the vowels and many consonants in this 
way, and one word (“no”). Noticing that he was tiring, I praised him 
for his performance, said that I felt encouraged about the possibility of 
progress, and asked him if he would like to come back for more testing 
and trial therapy another time. At this point he became greatly excited, 
laughed, and uttered his first spontaneous speech: "No ... oh... 
goduam M Ho RTI EEG of ee eu1Oh ee T fmdean s 
and then began to cry, pointing to his mouth and shaking his head 
alternately, positively and negatively. “He means ‘yes, yes, " said Mrs. J. 
"He wants to come back. He didn't mean to say ‘no’.” Another ap- 
pointment was made for him, Monday, July 3d. 

The following tentative impression was arrived at during this inter- 
view: Intelligence adequate. Disorder primarily expressive rather than 
receptive. Some hysterical aphonia. Aspiration level low. Unstable. 
With adequate rapport and time, therapy should enable this patient to 
recover usable speech. Further examination and trial therapy indicated. 

Subsequent Testing. Further sessions were held with Mr. J. and in 
these we tried to use more standardized procedures of examination 
despite the objection by Wepman (30, p. 129), who holds that formal 
objective testing is not particularly useful in planning and carrying out 
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therapy. "Most patients are frustrated by the tests and offer strenuous 
objections to them.” We felt that if Weisenberg and McBride ( 28) 
had been able to give their subjects the intricate series of tests they de- 
scribe in their monograph, our obligation to the patient and to our 
employer, the insurance company, necessitated an equally thorough in- 
vestigation. Throughout the series of tests we were nonetheless con- 
tinually alert to protect our patient against too much frustration. We 
constantly inserted activities in which he was successful whenever failure 
occurred. We minimized the failures and magnified the successes. 
Our success is evident from the fact that only twice during the entire 
period did catastrophic reactions occur. Mr. J. enjoyed the sessions and 
looked forward to them. We were never able to give any test items in 
its usual order, nor was any test given completely. We followed Gold- 
stein’s dictum (9) that a patient’s pathology is not a defect in per- 
formance, but is rather to be found in the impairment of a definite and 
normal procedure to solve a task. Often on the intelligence tests we 
had to provide several responses and ask the client to nod his head when 
the correct one was given, a procedure of whose dangers we were well 
aware. Nevertheless, with the aphasic, these tests are more likely to give 
spuriously low scores than the reverse. 

The following general scales were administered: The Wechsler- 
Bellevue, the Stanford-Binet, and the Bender Gestalt. The Halstead- 
Wepman Aphasia Screening Test (11) was given almost in its entirety, 
as was the Goldstein Stick Test (9). Certain items from the tests used 
by Weisenberg and McBride (28) and by Brown and Schuell (22) were 
also administered. The results are presented below. 


General Tests. Only the performance battery of the Wechsler- 
Bellevue was given. J. failed completely in the Digit Symbol subtest, 
writing the number five below each of the numbers. He often erased 
this number, but upon returning to the task, he again put down five. 
He appeared to know that he was doing it incorrectly. On the Block 
Design subtest he had several successes; one of the more complicated 
patterns was mirrored but otherwise was correct. Again he seemed to 
realize that his patterns were in error, for he reshuffled the blocks and 
tried to rearrange them. In the Picture Completion subtest Mr. J. 
failed on the first item, pointing to his own nose over and over again, 
trying to convey a meaning we were unable to grasp. On the Object 
Assembly subtest he succeeded only in assembling the face correctly. 
As he did so, he felt his own eyes and nose with his fingers while arrang- 
ing the jig saw pieces. J. did remarkably well on the Picture Arrange- 
ment problems, accompanying this activity with a constant mumbled 
jargon in which no word could be identified. Throughout the per- 
formance on this battery the client tended to react impulsively and 
without forethought. Much self-correction, however, was evident. No 
total score was computed. When the Porteus Maze ‘Test was admin- 
istered, J. failed on even the simplest patterns, partly because of the 
unsteadiness of his left hand but largely because he tended to perseverare 
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in a given direction. Mr. J’s performance on the Bender Gestalt Test 
is reproduced in Figure 13-1 and is best characterized, briefly, as highly 
perseverative, as showing deterioration to more primitive forms, and a 
strong tendency toward closure. Energy output is low, with subsequent 
economy of effort. Test performance in general tended to support Mrs. 
J.’s testimony that the patient had earlier reacted intelligently in all 
ordinary life situations, having exhibited excellent memory for people 
and places, and having been able to locate and replace a defective 
resistor in a table radio. He, too, had read with pleasure such maga- 
zines as Harper's and the Saturday Review of Literature. It was con- 
cluded that the client currently showed marked disability in symbolic 
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T Fıcure 13-1. Drawings made by the client, Mr. J., on the Bender Gestalt 
est. 


functioning, especially in activities involving verbalization and abstract 
design. Analysis of test performance, awareness of errors, comprehen- 
sion of instructions, and data from his social history all indicated 
sufficient general intelligence to make therapy advisable. 


Special Tests for Aphasia. The Halstead-Wepman Test was given, 
although not with the items in the usual order. The results are sum- 
marized in Table 13-2. During this portion of the examination the 
client's performance remarkably improved, with better rapport as the 
test proceeded. The absence of Mrs. J. seemed to ease the situation 
and to facilitate language output. Mr. J. occasionally repeated a word 
or phrase after the examiner during the instructions as well as uttering 
a few spontaneous words or phrases. The testing was structured as an 
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experience in discovery of what powers he did not know he possessed. 
This was accepted by the client. Results corroborated previous impres- 
sions that if the patient could be given speech therapy, a marked 
improvement in the whole picture would result. The agnosia, though 
present, was definitely not a major obstacle. The dysarthria, although 
we had no definite estimate of its severity, did not seem to be too 
profound, since much of the spontaneous speech was intelligible. At 
the same time, the apraxia appeared severe, preventing us from predict- 
ing probable success in treatment. It was apparent, however, that one 
retarding factor was the patient’s unwillingness to attempt speech 
consequent to his defeatest attitude toward speech production. Trial 
speech therapy nonetheless seemed indicated. 


TABLE 13-2. 


Summary DESCRIPTION Or CLIENT’s PERFORMANCES ON THE HALSTEAD-WEPMAN 
Screeninc Test ror Apnasta (11).* 


I. Agnosias 

Very minor defect in visual form; failed 1 of 10 items. 

No visual number defect. 

No visual letter defect. 

Minor alexia in silent reading; failed all items when asked to read aloud. 
Visual size was satisfactory. 

Visual color was satisfactory. 

Audiovisuo-kinetic function markedly defective. 

Auditory verbal—good performance, with delay on two items. 
Auditory music—good. No failures. 

Auditory number—failed two items. 

Tactile—refused. 

Body (topagnosia)—no failures. 
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IL. Apraxias 
a. General (nonverbal)— generally good; failed one ot nine items. 
b. Verbal—marked disability; failed all but two items. 
c. Writing (Agraphia) —marked disability; failed six of eight items; used left 
hand; used gestures to indicate he could not write. 
Number—refused. 
Calculation—refused. 
Construction—refused. 
Ideokinetic test—Trefused. 


N meon 


II. Anomia 
Attempted all items, but used jargon phrase “uhbugga,” or “no,” or “Jesus.” 
Recognized errors after they were uttered. Became disturbed. 


IV. Dysarthria 
Occasional substitution of “t” for "s" in word “Jesus.” One burst of meaning- 
less jabber, approximately ten syllables in length, with marked repetition. 


V. Paraphasia 
a. Paragrammatism—not enough speech to determine. 
b. Agrammatism—not enough speech to determine. 


* Halstead-Wepman Screening Test outline, reprinted with permission granted by 
The University of Chicago Press, publishers. 
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The Goldstein Stick Test was next administered. This consists of 
stimulus figures made up of short sticks arranged in different designs 
of increasing complexity. The client must copy the figures in one 
situation, and in a second, he must draw them from memory. Here 
Mr. J. tended to translate the abstract geometrical designs into repre- 
sentations of concrete objects, with the possibility that inner speech 
served as a vehicle for memory. Strong tendencies toward closure and 
perseveration, as in the Bender Gestalt Test, were noted. Little amnesia 
was noted in those instances in which the figures could be given 
meaning. Gestural language was fairly intact, perhaps proving useful 
in later speech therapy. There was some indication that the apraxia 
in writing was less profound than in speech. 

From the Weisenberg-McBride (28) monograph we selected the 
Mirror Reading Test, which Mr. J. failed. We also asked him to write 
from dictation with his eyes closed the following words: run, top, red, 
and book. The first three were meaningless scribbles. The last was 
written bakka. Only the first item of a Sentence Completion Test was 
filled in correctly: “I see you. Can you see ———?” He wrote the word 
“mme” in the blank space, saying it aloud at the same time. We were 
able to get him to repeat a few words after us, if he touched the object 
with his good hand and said it in unison on the second attempt. Finger 
was “finner,” pen was “pen,” and shoe was “s-so0-, no, soooo." He 
seemed both surprised and elated with this achievement, so we placed 
earphones on his head. We then dictated certain of Schuell’s (23) 
sentences through them, with moderate amplification, while he repeated 
them through a microphone attached to our own headset. A good deal 
of speech resulted, two samples of which follow: 


Sharpen the pencil ¿ “appen pinso” 
The sun is shining “sunny shine sunsine” 


This repetitive speech was not evoked when the patient could hear his 
own voice through a loudspeaker. He was able to count aloud to ten 
without error when a masking noise was fed into his earphones. No 
dysarthria was evident in this performance. J. did not appear to realize 
he had spoken and was unable to count to ten when the earphones 
were removed. 

Interpretatively, much of Mr. J's difficulty seems to reside in the 
monitoring of his motor output. When this is decreased or masked 
in such a way that the performance cannot be immediately evaluated, 
the client does much better. A good deal of residual language remains 
and can be made available either in spoken or written form. 


Trial Therapy. The ability of Mr. J. to speak spontaneously had 
been demonstrated only in sporadic instances. We felt it wise to 
investigate this problem further. In the final session we initiated a 
program of “parallel talking,” a technique used by speech therapists for 
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retraining aphasics, delayed speech cases, and mental retardation. This 
technique consists of having the therapist verbalize a running commen- 
tary of the client's voluntary behavior until its novelty has worn off 
and the patient has accepted it as entirely natural. Then the therapist 
leaves a sentence or phrase unfinished, and the client, through his need 
for closure, often finishes it himself. The therapist distracts the patient, 
ignores the voluntary utterance and returns to his commentary as before, 
then repeats the process. Often, the therapist describes his own be- 
havior in the same fashion in a form of self-talk. With Mr. J. we began 
by using self-talk, then switched to the parallel talking. It was highly 
successful. Mr. J. uttered not only single words but whole phrases and 
one additional sentence. He had gone over to the doorway and turned 
on the light and then turned it off. As he did so, we had verbalized his 
behavior in this way. “Get up . . . go over by door . . . turn on . . .” Mr. 
J. said, “light and tun off some more. Light a gone.” 

In reviewing our findings prior to the preparation of a report for the 
insurance company, we used Eisenson's (8) criteria to check upon our 
estimate of Mr. J's prognosis. Eisenson holds that prognosis appears 
good for young aphasic patients whose disturbances are associated with 
traumatic causes, whose personalities are or have been outgoing, for 
whom a retraining program is started early, and who have relatively 
modest levels of aspiration. He considers persistent euphoria, exces- 
sively rigid and psychopathic-like personalities, as well as overdependency 
upon the clinician as negative indicators. It is apparent that Mr. J. 
possesses a few of the favorable signs. He responded so favorably to our 
trial therapy and to the entire testing program that we felt speech 
therapy was certainly indicated. This we stated in our report to the 
insurance company who promptly employed a speech therapist with 
whom we had a professional consultation regarding our findings. Three 
hourly therapy periods were provided each week for four months. At 
the end of this interval Mr. J. was able to converse freely in all unemo- 
tional situations, although he occasionally groped for words. His oral 
reading improved markedly, although comprehension at times presented 
more difficulty than did silent reading. Writing and calculating te- 
mained very deficient. He is currently receiving further retraining in 
these areas. Mr. J. is presently employed as a part-time receptionist in 
a social agency. Emotionally, he has made an excellent adjustment. 


Summary 


The need for understanding the disorders of speech is of importance 
for the student interested in clinical psychology, since many individuals 
possessing those disorders are first referred to the psychologist for diag- 
nosis and, in some instances, for treatment. In order to assist the student 
to become acquainted with the field of speech, the most often encoun- 
tered disorders have been described in terms of their symptoms, causes, 
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and treatment. The presentation of two case reports, one of secondary 
stuttering and the other of aphasia, should help to make clear the 
diagnostic and therapeutic techniques involved. 
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Chapter 14 


THE PSYCHONEUROSES 
By Gznar» R. Pascar, Px.D. 


P RECEDING Chapters in this section have considered various behavior 
disorders with which the clinical psychologist is-concerned in his appli- 
cation of the problem approach to the individual case. ‘The present 
chapter deals with those conditions commonly called the psychoneuroses. 
In the 1952 diagnostic and statistical manual of the American Psychiatric 
Association (5), the psychoneuroses are classified with disorders of 
psychogenic origin, and, hence, are considered etiologically to be without 
clearly defined physical cause or structural change in the brain. Psycho- 
neurotic disorders are briefly defined in this manual as follows (5, p. 31): 


The chief characteristic of these disorders is "anxiety" which may 
be directly felt and expressed or which may be unconsciously and auto- 
matically controlled by the utilization of various psychological defense 
mechanisms (depression, conversion, displacement, etc.). In contrast 
to those with psychoses, patients with psychoneurotic disorders do not 
exhibit gross distortion or falsification of external reality (delusions, 
hallucinations, illusions) and they do not present gross disorganization 
of the personality.* 


The psychoneuroses, therefore, are generally differentiated from the 
psychoses in that they do not exhibit gross distortion of reality or dis- 
organization of the personality. They are differentiated from the acute 
and chronic organic brain disorders in that no impairment of brain 
tissue is involved. Psychoneuroses are further subtly differentiated from 
other mental disorders sometimes considered with the psychoneuroses. 
Thus, the statistical manual classifies under a separate rubric the Per- 
sonality Disorders said to be characterized by developmental defects or 
pathological trends in the personality structure, with minimal subjective 
anxiety, and little or no sense of distress (see Chapter 16). Another 
main heading is given over to Transient Situational Personality Dis- 
orders, which classification, it is said, should be restricted to reactions 
which are more or less transient in character and which appear to be an 


1 Reprinted with permission granted by the Committee on Nomenclature and 
Statistics of The American Psychiatric Association. 
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acute symptom response to a situation without apparent underlying 
personality disturbance. 

It is not feasible here to reproduce the contents of the statistical 
manual as it pertains to the psychoneuroses. The student had best 
consult the manual itself to obtain a clear conception of the thought and 
care which were needed to present a descriptive classificatory system 
sufficiently fine so as to make statistical recording of mental disorders 
reasonably accurate. Although only the specific psychoneurotic reac- 
tions are given in Table 14-1, it should be borne in mind that related 
reactions such as the personality disorders, personality trait disturbances, 
sociopathic personality disturbances, and transient situational disorders 
are differentiated from them. 


TABLE 14-1. 


Brier CHARACTERIZATION OF THE CLASSES OF PsycHONEUROTIC ILLNESS (5) 


1. Anxiety reaction: Anxiety is diffuse, unbound. 

2. Dissociative reaction: The repressed impulse giving rise to anxiety is discharged 
through such ayenues as dissociated personality, fugue states, and amnesic periods. 

3. Conversion reaction: The anxiety is channeled into functional symptoms of body 
parts as in hysterical paralyses, blindness, aphonia, and the like. 

4. Phobic reaction: The anxiety is displaced to some idea or situation symbolically 
significant. 

5. Obsessive-compulsive reaction: The anxiety is associated with the persistence of 
unwanted ideas and repetitive impulses, thereby protecting the person from the 
pain involved in facing still more basic difficulties. 

6. Depressive reaction: Anxiety is allayed by feelings of depression and statements of 
self-depreciation. 

7. Psychoneurotic reaction, other: All reactions adjudged psychoneurotic and not 
elsewhere classified. Diagnostically speaking, Psychoneurosis, mixed is of this 
class. 


* This description is in large part based upon the anxiety theory of the neurosis. 
For further study consult references 5, 8, and 22. 


The reaction types given in Table 14-1 are operational in that they 
can be observed by the experienced examiner. Unfortunately, however, 
they do not often exist in a “pure” state in any one individual? Thus, 
depression is a concomitant of most psychoneurotic reactions, and of 
many other mental disorders. Anxiety is not specific to the neuroses, 
but may accompany a number of mental disorders, such as psychophys- 
iological, autonomic, and visceral disorders. Indeed, psychoneurosis, 
itself, may be part of a reaction such as acute or chronic brain disorder. 
Further to confound matters, psychoneuroses are sometimes not easily 
differentiated from the psychoses. 


2 When the so-called "pure" case is found, it is often designated as classical. 
Many times such cases become the subject matter for case reports in textbooks, the 
better to set forth the differences between the clinical types. 
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The reliability of psychiatric diagnoses has been the subject of at 
least two recent studies (2, 21). Both are in agreement that psychiatric 
diagnoses are unreliable. Ash (2) found disagreement on more than 
half of 52 cases as to major diagnostic category when these cases were 
interviewed jointly. Mehlman (21) checked over 4000 cases for the 
reliability of diagnoses and came to the conclusion that the existing 
classificatory system can have little value for patient management or 
research. One difficulty with the present system is that it is based on 
symptoms. Symptoms fluctuate within an individual patient. Indi- 
vidual patients also tend to have symptom complexes, so that it is often 
difficult to ascertain which symptom predominates. Another criticism 
is that the present system is subjective in the sense that neither the 
situations under which the symptoms are observed nor the observational 
techniques are standardized. Whatever we may think of the present- 
day descriptive classificatory system, it is necessary for the clinical psy- 
chologist to familiarize himself with it so that he may communicate 
with his colleagues. Although some beginnings have been made toward 
a better, more reliable system (37), it will be some time before a satis- 
factory classification of the mental disorders is achieved. 

It is one job of the clinical psychologist to help diagnose the extent 
and nature of mental disturbance, and, as well as he can, to predict the 
outcome of specific treatment. Although he needs to know the psychi- 
atric classificatory system, fortunately he is not limited to the theories or 
techniques which led to such a system. The purpose of the present 
chapter is to show the clinical psychologist at work with specific reference 
to the psychoneuroses. But the work of the clinician arises directly from 
his theoretical orientation. Therefore, in order to understand the 
methods employed by him, it is necessary to present, briefly, a theoretical 
framework. 


A Frame of Reference 


The speciality of clinical psychology is a new one, and fortunately, 
it is in a relatively fluid condition. There are many hypotheses to 
account for the data of our field. The approach to be presented is the 
writer’s own preference and is elsewhere more completely stated (26). 
There are others with their own adherents, reflected in the different 
chapters of this volume. Yet, in spite of differences, there is a hard core 
compounded of solidly established fact that guides the work of all well 
trained clinical psychologists. 

One of these well-established facts is that a mentally ill individual 
shows a relative inefficiency. ‘This relative inefficiency can be established 
by contrasting the patient’s efficiency in meeting the demands of his 
environment before his illness and that which prevails during the illness. 
Psychological tests also provide a measure of relative efficiency, or 
psychological deficit, as we shall call it. Thus, if a man is a college 
graduate in business administration, and at the time of testing is unable 
to solve an eighth-grade arithmetic problem, then that man displays 
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deficit. Psychological deficit, following Hunt and Cofer (11), is briefly 
defined as a deviation from expectancy for a man of a given status. 
When an individual obtains a weighted score of ten on the Vocabulary 
subtest of the Wechsler-Bellevue Scale, then, within probability limits, 
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Ficurr 14-1. Relationship between a Wechsler-Bellevue Index Score (of scatter) 
and selected psychiatric syndromes. (Reproduced by permission granted by the 
American Journal of Psychiatry.) (23) 


we expect him to achieve a similar weighted score on the other subtests. 
If he does not, then he exhibits scatter, and a deviation from expectancy 
which may or may not be significant. It is this scatter which can be 
used as a measure of deficit on the Wechsler-Bellevue. Figure 14-1 
shows what happens when an estimate of Wechsler-Bellevue scatter is 
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plotted against a crude measure of the severity of mental illness (23). 
Similar relationships can be shown between seriousness of illness and 
other measures of deficit such as the F plus per cent on the Rorschach 
(29), the Bender-Gestalt (25), and a whole host of other measures. 
The student is referred to the excellent chapter by Hunt and Cofer (11) 
for a detailed discussion of this matter. Psychological deficit, then, can 
be considered a measurement term for the seriousness of mental illness. 
It can be thought of as a quantitative continuum; ° it replaces the qualita- 
tive terms previously used. A number of studies show that the differ- 
ences between normal, neurotic, and psychotic, in this respect, are not 
qualitative, but quantitative (6, 25). Somewhere along this hypothetical 
continuum lie the neurotics with respect to deficit. 

There are two important aspects of psychogenic psychological deficit 
that we need to consider. On the one hand, it is a function of constitu- 
tional, motivational and acquired characteristics of the individual, and 
on the other hand, it is reversible as contrasted to deficit which is found 
in organic illnesses, such as paresis. Let us take performance on a learn- 
ing task as our measure of deficit. There is a substantial body of litera- 
ture indicating that mental patients are impaired when contrasted with 
normal controls (4, 10, 14). 

Figure 14-2 shows the usual decrement in performance of mental 
patients when contrasted with normal controls on a learning task, in 
this case. learning to react correctly to complex visual patterns. It also 
shows what happens to this decrement under changed conditions of 
motivation. At trial five, after a plateau of performance had been 
reached, both patients and controls were subjected to white noise at an 
intensity level of 116 dbs. above absolute threshold, introduced through 
earphones. The white noise stayed on until the subject responded 
correctly to the stimulus pattern. Under this disagreeable condition all 
subjects were highly motivated to react correctly, and as rapidly as 
possible. "The figure shows that after two trials with the white noise, the 
difference in performance between controls and patients is largely wiped 
out. In fact, there is not a significant difference between the two groups 
in final performance, although there had been previous to trial five. 
Such results point up two things: one, that the decrement or defict is 
reversible, and two, that altered conditions of motivation affect per- 
formance in mental patients. It is to this latter point that we shall now 
address ourselves. 

That there is a functional relationship between deprivation of or- 
ganismic needs and behavior of the organism is also a well-established 
fact. Rats have galloped, swum, rolled, and staggered thousands of maze 
miles, driven by need deprivation (17). We also generally accept the 


8 Although psychological deficit can be operationally defined, it is a concept which 
at present has more heuristic than immediate value for the practical problems of 
clinical psychology. In order to describe accurately and quantitatively the deficits 
of mental illness, those common to all patients and peculiar to some, the concepts 
have to be visualized as tremendously more complex and flexible. 
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fact that there is a hierarchy of needs such that some are prepotent over 
others. For instance, an early study by Warden (34) showed, with rats, 
the prepotency of the need for water over the need for food and sexual 
gratification. In the hierarchy of needs, the more basic the need to the 
wellbeing of the organism, the more prepotent is motivating behavior, 
other things being equal (18, 19, 20, 22). 


105 o— = Ps. 
O—O = cont. 


o 
o 


patients 


Mean R T in 100's Sec. 


o 
oa 


controls 


75 


95 ———— D— 


TRIALS 


( Noise ) 


Ficurr 14-2. The performance of psychiatric patients as contrasted with scores 
earned by normal control subjects on a simple learning task. (Reproduced by per- 
mission of the Journal of Personality.) (27) 


Ungratified needs motivate behavior. The inability to gratify needs 
results in stress to the organism. Selye (31) has done a good deal of 
work to show the effects of physiological stresses upon the organism. 
That the stress resulting from the deprivation of such physiological needs 
as extreme cold, heat, lack of food, and fatigue will cause psychological 
deficit is fairly well accepted. What is not so commonly realized is that 
there is also stress resulting from the deprivation of psychological needs, 
which will cause psychological deficit. We are all familiar with the 
need to be safe and its deprivation in front line soldiers, some of whom 
“crack up” as a result of this kind of stress. There are other psychologi- 
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cal needs, such as the need to be loved, to be accepted, and so on, which, 
when deprived, cause stress which may lead to deficit (26). 

The diagnosis of a mental patient, therefore, not only needs to con- 
sider the extent of deficit, but also the nature of the stresses which are 
acting upon the patient. These can be obtained from case history 
material and from projective techniques like the Rorschach. Yet not 
all people under similar stresses react with similar amounts of deficit, 
or with any discernable deficit at all, for that matter. Some individuals 
under stress may get what has been called “psychosomatic” illness rather 
than mental illness. We need, therefore, to consider another very com- 
plex variable, the resistance to mental illness, which we shall call the 
"X" factor. 

The "X" factor is by definition (26) inversely related to psychological 
deficit: the greater the resistance, the less the individual is apt to react 
to psychological stress with psychological deficit. It may be partially 
constitutional (15). One can conceive of an individual inheriting a 
weak neopallium as well as one can conceive of inheriting a weak heart, 
in the sense of constitutional medicine (3). The “X” factor also must 
consist of learned habits, those habits acquired to satisfy needs. A recent 
study by Sipprelle (32) shows that the “X” factor is partially made up 
of defense mechanisms, some of which increase the value of “X,” others 
which decrease it. Thus, with physical scientists, studied by Sipprelle, 
it was found that a narrow range of interest, ordinarily considered a 
sign of poor adjustment, actually contributed to the scientists resistance 
to deficit. If a child, in order to satisfy security needs, learns to blame 
others, he will have acquired a habit which may decrease his resistance 
to stress, and which may in fact make stress more likely and thus increase 
deficit. A number of prognostic studies show that this tendency to blame 
others is an indication of a poor prognosis for the outcome of mental 
illness and thus, by implication, an indication of low resistance (1^; 
28, 33). Our notion of diagnosis has, therefore, to be further compli- 
cated by finding out the learned habits of the individual, those habits 
acquired to satisfy his physiological and psychological needs. 

We may now crudely formulate our position with respect to diagnosis 
as follows. Psychological deficit — f Rer (26). This formulation 
states that once it is decided that the patient's disorder is psychogenic, 
we need, in order to make a diagnosis, to know the seriousness of the 
disorder (P.D.), the nature of the deprivation now producing stress, 
and the acquired habits now being used by the patient to satisfy needs 

X). Note that this position is cross-sectional and, in Lewin's sense 
(16), ahistorical. (Note, also, that the diagnosis derived from such a 
formulation implies the treatment. The problem, broadly speaking, is 
to decrease stress and increase the "X" factor.) 

This approach, diagnostically speaking, makes no reference to the 
so-called categories of “neuroses,” “psychoses,” and the like. By focusing 
attention upon the extent of deficit and its balancing mechanisms, the 
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psychologist can be more specific in his clinical evaluations. He can 
determine, for instance, whether the patient is dangerous to himself 
and others, and hence in need of hospitalization—without reference to 
labeling the disorder as neurotic or psychotic. Not all conditions, it is 
well recognized, conform to the “either-or” dichotomy so often assumed. 
The stress-deficit approach avoids this artificial taxonomic construct and 
replaces it with a constructive, measuremental frame of reference 
whereby severity and resistance factors can be set forth after a detailed 
study of each unique individual patient. 

The theoretical position broadly described above is used to focus 
attention upon the problems presented by each of the three patients 
studied by the psychologist in the manner indicated below. In each, 
the problems of diagnosis are resolved with little emphasis upon tax- 
onomy but, rather, with major concern for prognosis and treatment. 


Neurosis Following Cerebral Incident 


The patient was a 52-year-old college graduate, an engineer. He was 
married, had four children, the oldest of whom was 10 years old. He 
had had an acute brain disorder associated with a circulatory disturbance, 
cardiac disease, suffering right-sided hemiplegia and aphasia. He was 
referred to the clinical psychologist because of a delayed recovery in the 
absence of neurological signs. The neuropsychiatrist’s question was the 
extent of residual brain damage and the prognosis. At the time the 
patient was first seen by the clinical psychologist, he complained of 
inability to do simple arithmetic problems, inability to understand com- 
plicated and rapid speech, inability to understand newspaper writing, 
fear of crowds, fear of driving a car (which he had done previous to his 
stroke), difficulty with fine movements of his right leg and arm, and 
anesthesia in these extremities. At the time of examination, the patient 
was oriented for time, place, and person, and was verbal, with a good 
command of English. He was a bald-headed man, mesomorphic, quite 
short in stature, He was compliant and seemed very anxious about his 
prognosis. The problem, as the psychologist saw it, was to determine 
how much, if any, residual brain damage existed, its nature, and the 
prognosis for definitive treatment. 

The first task was to secure a case history, which was obtained from 
the patient and his wife, a harassed woman, old looking for her age and 
larger than the patient. The patient was an only child. His father died 
when he was six. He had kindly remembrances of his father. His 
mother he described as brutal. She whipped and dominated him. He 
said that he used to wish she were dead. She was ill a good deal of the 
time and he said he believed that it was mostly “put on” to win sym- 
pathy. As a child, the patient was small for his years. He did not 
compete successfully with other boys his own age. He was, however, a 
good student and had the reputation for being bright. He got along 
well with other boys and in high school became the manager of the 
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baseball team. He graduated from college with good grades, went to 
work for a large engineering corporation, and fairly rapidly rose to an 
executive position. 

At the age of 25 he married. His wife was a good housekeeper and 
took good care of him. The patient had to travel a good deal on his 
job, but they got along well until the birth of their first child. At that 
time, the patient began to suffer from ejaculatio praecox and impotence, 
which continued for ten years. The patient made no effort to do any- 
thing about his condition, much to his wife’s distress. The patient did not 
get along well with his oldest son, but tolerated his other three children. 
One day, eight months ago, he and a friend were waiting to cross at a 
street corner. The patient remembers feeling faint and suddenly, with- 
out pain, collapsing on the street. Thereafter he has little memory of 
what happened until he awoke to realize he could not move his right 
side, could not speak except in simple phrases, and could not understand 
very well what people were saying to him. He recovered fairly rapidly 
from this extremity to the point where he could walk, talk fairly well, 
and read uncomplicated material, but in spite of much practice he was 
unable to attain anything like his former self-sufficiency and efficiency. 

The first test administered to the patient was the Wechsler-Bellevue. 
He obtained a Verbal I.O. of 130 and a Performance I.Q. of 106. This 
test showed no signs of irreversible deficit, but rather, the scatter indi- 
cated fairly profound deficit, undoubtedly psychogenic in origin. Thus, 
the patient, in spite of professed symptoms of aphasia, showed very 
good verbal ability; in spite of complaints of difficulty with simple 
arithmetic problems, he showed good performance on the arithmetic 
subtest. It was noticed that he performed better on those subtests which 
involved direct responses to the examiner's question than on subtests 
in which he was thrust upon his own resources. For instance, he ob- 
tained a weighted score of 13 on the Picture Completion test, but only 
9 on the Block design. In addition, intratest variability was noted; he 
failed easy items and solved more difficult ones. 

However, in view of the patient's history and the psychiatrist’s re- 
quest, the patient was systematically examined for cortical damage. He 
was tested for visual memory, visual comprehension, and visual abstrac- 
tion, and these were contrasted with the same capacities from material 
presented auditorially. In similar manner, a number of cortical areas 
were tested, the examiner, in a sense, “boxing the cortex” for psycholog- 
ical function. The Wells-Ruesch Manual (36) contains a number of 
these tests, others are taken from Weisenberg and McBride (35), still 
others, such as the double alternation test (12, 13), come from the 
examiner's knowledge of neurophysiology and the psychology of cortical 
damage. The patient, was, for instance, able to read at the 12th grade 
level; yet he had protested inability to read the newspaper. He could 
write satisfactorily. However, he failed the simple serial subtraction 
test and the double alternation test, the latter being easily solved by 


normal 10-year-olds (9). 
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By this time it had become quite apparent to the examiner that the 
patient's problem was not organic but psychogenic. The next test ad- 
ministered was the Rorschach. This fmal test was selected for two 
reasons. In the fist place, the Rorschach is particularly sensitive to 
organic deficit; and in the second place, it provides a further estimate 
of the extent and the nature of deficit, and supplements the case history 
material in providing information about current stresses and habit pat- 
tems. The Rorschach showed no signs of organicity. On the contrary, 
it clearly reflected the patient's childish dependency, especially on 
masculine figures of authority, his intellectual strivings, his fears, his 
hypochondriacal concerns, his profound feelings of masculine inade- 
quacy, and his deep-seated aggression directed against feminine figures. 

For instance, in the Testing of the Limits for Sex Procedure, TLS 
(24), the patient saw Card II, the whole thing, as a female sex organ 
at menstruation, with the white space the center of the organ and the 
black, the hair, and the red, the blood. (The popular response here 
is the lower center line as a female sex organ.) This response is deviant, 
and indicates clearly to the experienced examiner the patient's anxiety 
and aggression toward “femaleness.” On Card VI the patient responded 
to the TLS procedure by avoiding the obvious phallic symbol and giving 
as his response “testicles,” located in the tiny bumps in the lower in- 
vaginated section. Such responses to the TLS procedure corroborate 
the hypotheses formed from the regular Rorschach. Adding the Ror- 
schach data to that previously obtained, the examiner was now firmly 
convinced of the hysterical nature of the patient's disorder and prepared 
to render a case formulation which would lead to a diagnosis and prog- 
nosis for specific treatment. 

All of us have safety and security needs. We all have a need to be 
loved and accepted, to feel a sense of worth as a person, and to be 
sexually adequate. Our patient lost his father very carly in life; the 
dominant figure in his life was his mother. The satisfaction of safety 
needs, survival itself, in fact, demanded that he learn to do things the 
way she wanted them done, inculcate her habit patterns—in other words, 
partially identify with her, a woman, and from what we know, a punitive, 
hypochondriacal one. The patient resented his mother’s domination. 
He thought of her as brutal and had a considerable amount of aggression 
directed toward her. She did not, evidently, contribute to his feelings 
of confidence in himself. 

With this substratum, habit patterns learned from a woman, fear 
and resentment against his mother, insecurity because of his inability to 
get along well with his mother, plus his small size, the boy was thrust 
into a competitive masculine society and expected to behave like a little 
man. He learned to adapt by compliance. Fortunately, he was bright. 
He learned to win respect from his peers by being a good scholar. He 
made an adjustment, that is, he learned some socially acceptable ways 
of satisfying basic psychological needs. He married. From what we 
know of learning principles, we can predict his fear and resentment of 
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his wife, manifested in this case by the need to dominate her, to demand 
unflagging attention from her, and to leave her at will by his frequent 
business trips. A son arrived. Now his wife could no longer fuss over 
him as much as she used to do when he came home from his trips. The 
patient punished his wife. He became sexually impotent, exhibited 
ejaculatio praecox. He made no attempt to correct this condition. He 
displayed aggression toward his son. (It should be noted that during 
these years there was a gradual development of a heart condition. ) 

These attempts to satisfy security needs were unsatisfying, For- 
tunately, the patient did well in his work. He rose toa position of power 
and influence. This psychological picture, very briefly formulated, 
applied immediately previous to the patient’s stroke. He had a cardiac 
disease, was sexually impotent, had a fairly unhappy home condition, 
but he was successful in his work and had no apparent mental illness. 
These were important factors in a precarious psychological balance, but 
it was a balance. How, then, are we to understand the onset of psycho- 
logical illness? 

That the patient has psychological deficit will be conceded. That 
this deficit is of psychogenic origin we have demonstrated to our own 
satisfaction. According to our theoretical formulation, deficit is a func- 
tion of stress arising from the deprivation of needs. After his stroke, 
the patient suffered a loss of intellectual capacity, thereby being de- 
prived of his ability to satisfy security needs by status and performance 
on his job, and, in addition, became wholly dependent on his wife. 
(Note that immediately after his incident the patient was forced into 
a stimulus situation similar to that of early childhood and that, by the 
principle of generalization, there would be a tendency to respond 
similarly.) We can formulate it in an oversimplified manner somewhat 
as follows: 


P. D. = Stress (Deprivation of security, prestige, and cognitive needs) 
X (intellectual defenses; defenses against excessive dependency, fear and 
aggression toward women, tendency toward hysterical symptoms, sub- 
missiveness toward masculine figures of authority, etc.) 


After his stroke, the patient suffered an increase in stress and a decrease 
in X, with consequent increase in deficit. He was driven by security 
needs to utilize other learned patterns, his defenses against women, his 
tendency toward hysterical symptoms. These patterns proved unsatis- 
factory—increasing deficit, which precluded the reinstatement of intel- 
lectual capacity—a vicious cycle. 

The prognosis for this patient was good. He could be treated as an 
outpatient, being not dangerous to himself or others. He had the 
capacity to establish a good working relationship with a male therapist. 
This patient was treated by the clinical psychologist at the request of 
the neuropsychiatrist. The patient’s security needs were met in therapy, 
thus decreasing stress and deficit, and the patient’s intellectual defenses 
were restored. After relatively few interviews, the patient reached his 
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previous level of efficiency and went back to work. In treatment no 
attempt was made to effect any profound change in the patient; rather, 
its goal was to achieve the same precarious psychological balance which 
obtained prior to the patient’s cerebral hemorrhage.* 


Anxiety Reaction in a Veteran 


The patient was referred to the clinical psychologist for diagnosis 
by his neuropsychiatrist. The psychiatrist had diagnosed the patient as 
suffering from anxiety hysteria, treated him over several interviews, and 
had not got the response to psychotherapy that he had expected. The 
question, now, was why had the patient not responded to therapy and 
what to do about it. 

The patient was a 33-year-old veteran of World War II, married, with 
two children, a college graduate, a business man. He was a tall meso- 
morph, neatly dressed, soft-spoken, somewhat reserved in manner. His 
complaints were nervous stomach, nausea, occasional headaches, and 
a sense of panic when too many people got too close to him. He was 
working every day, but had to avoid all social engagements. His general 
nervousness and anxiety caused him considerable distress even on the 
job on unpredictable occasions. 

The symptoms first appeared a short time after he had been wounded 
and captured by the Germans in the war. He, along with other pris- 
oners, was loaded into a box car for transportation into a prison camp. 
'The prisoners were packed so tightly into the locked car that they 
could only stand. For three days and nights they traveled thus, not 
being allowed to leave the car for any purpose whatsoever, so that the 
car became a filthy mess. Added to that, several of the prisoners died and 
had to be kept in the car until the end of the journey. It was during 
this trip that the patient first experienced his present symptoms. Other 
than on this trip, the patient was symptom free during his service and 
after discharge. The symptoms recurred about three years ago, one 
month after the birth of his first child, a girl. Since then, they have 
persisted without any periods of relief. He recounted a long history of 
medical consultations and treatment before he was finally referred to 
the psychiatrist a few months ago. 

The patient had only one sibling, a sister three years younger. Of 
her, he said they fought continually. “She was father’s favorite.” He 
described his father as a good business man, one who had built up a 
successful business of his own. The father was a quiet, reserved man, 
even inclined to be taciturn. He was strict, but fair. He insisted on 
such qualities as courtesy, promptness, neatness, and other admirable 


4 The student will note that, in spite of the ahistorical protestation of the theo- 
retical approach presented, case history material was used in the case formulation. 
We do not, as yet, have the diagnostic devices which would enable use to dispense 
with historical material. Even if we had these devices, we would, of course, still be 
interested in the etiology of the patient's illness for research and teaching purposes. 
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qualities in his son. “I cannot now and never could think it so important 
to be precisely punctual,” the patient commented after talking about his 
father. 

The mother was described as being warm and loving. Even when he 
was in his early teens she would sometimes come in and help with his 
bath. As a child, the patient made friends easily, and, he said, looks 
back to it with happy memories. Once he had a narrow escape from 
drowning and has not liked the water since. In high school and college 
he had many friends, dated frequently, and participated in sports. One 
summer, during his college days, he had a job as an inspector in a 
canning factory. He said he had to quit the job because he couldn't 
bring himself to report the results of his inspection for fear of involving 
the workers. 

With the onset of the war, he enlisted in the army and became a 
paratrooper. He got along well in the army and was promoted regularly. 
He was wounded and captured on his first encounter with the enemy 
and, except for the incident previously reported, he endured fairly well 
the vicissitudes of being a prisoner of war. After discharge he entered 
his father's business and soon thereafter his father retired, leaving him 
in charge. The patient married. He describes his wife as being very 
efficient, almost meticulous. “She took very good care of me,” he said, 
using the past tense. Her mother died when she was a baby, and she 
was reared by her father, of whom she was very fond. They got along 
very well together and were happy. This state of affairs continued until 
about one month after the birth of their first child when, as has been 
mentioned previously, the patient’s symptoms began. 

The Wechsler-Bellevue indicated the patient to be of superior intel- 
lectual capacity with significant impairment, psychogenic in nature. 
On the verbal subtests he showed his most profound drop in weighted 
scores in the Arithmetic-Digit Span subtests. Such a finding is often 
associated with anxiety. On the performance subtests his most pro- 
nounced drops were noted in the Picture Arrangement and Digit Symbol 
subtests. The first is sometimes found in patients who have difficulty 
in their relations with people and the second in patients who are de- 
pressed. In addition, there was a fair amount of intratest variability. 
Although the scatter is marked, the general performance is in keeping 
with that found in outpatients, e.g., a weighted score of 16 was obtained 
for the Comprehension subtest and 13 for Similarities. The Wechsler- 
Bellevue, here, served the purpose of providing the initial check on 
organicity versus psychogenesis. It served as an estimate of deficit and 
rendered information leading to preliminary hypotheses concerning the 
nature of the patient’s disorder. 

As an additional check on deficit the Bender-Gestalt was given and 
scored (25). The patient obtained a standard score of 67 where the 
mean for the standardizing population is 50 and the standard deviation 
is 10. Again, the patient showed some deficit, but it was well within 
the limits of an outpatient population. The Bender gave no indications 
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of organicity; the Gestalten were fairly well executed. There was gross 
tremor in most of the line drawings. The over-all order of the designs 
on the paper was logical, but the initial careful sequence gave way to 
crowding to make room for the last two designs. On Design 2 he began 
by carefully making the little circles and aligning them correctly, but 
initial spacing and alignment were lost in the crowding toward the 
right-hand edge of the paper in order to complete the design, The 
drawings were larger than those of most normal subjects. Such per- 
formance suggests (among other things), anxiety, and a childish im- 
pulsiveness. 

The Draw-a-Man test was administered. Both man and woman were 
drawn with many fine, little lines. Noteworthy was the remarkable lack 
of differentiation between the sexes, with the female being a little larger. 
Again, the performance suggested anxiety and, in addition, an inference 
could be made about the patient’s conception of himself in the mascu- 
line role, his feelings of inadequacy, and his lack of sexual maturity. 
More hypotheses about the patient could be drawn from these two 
time-saving tests, but enough have been given to indicate the nature of 
the interpretations and the usefulness of the tests. 

The Rorschach and Thematic Apperception Test corroborated the 
impressions formed from the tests previously discussed. ‘The patient 
was found to be suffering from a neurosis of psychogenic origin, with 
anxiety evidently his chief reaction to stresses. The patient’s feelings of 
inadequacy in the masculine role, passivity, anxiety, and inability to 
express aggression against figures of authority, his need for a succorant 
mother figure, his sense of helplessness, and his tendency to withdraw 
were clearly depicted in these projective techniques. His response to 
TAT Card 1, which shows a boy with a violin, was particularly revealing. 
“This apparently is a little blind boy who's studying or going to study 
the violin. His instructor wants him to feel the violin and commit to 
memory all its parts so he'll be familiar with it when he starts his lesson." 
Assuming positive identification with the main character of the story, 
it was not difficult to hypothesize the patient's blind groping, his ac- 
ceptance of instruction, his sense of helplessness. The process in in- 
terpreting projective tests is that of setting up a series of hypotheses, 
which are either rejected or confirmed to the point of subjective certainty 
as interpretation proceeds. 

With the data at hand, we are now ready to conceptualize this case. 
The patient's psychological deficit can be classified as moderate. He is 
in good contact with reality. His practical judgment is relatively unim- 
paired. He is efficient enough to keep his job. He is not dangerous to 
himself or others. He should respond to outpatient treatment, We see 
the patient as having had a fairly stable, succorant early environment. 
At the age of three, with the advent of his sister, the patient experienced 
some difficulty. He evidently was unable to establish a warm, secure 
relationship with his father. We surmise that his mother continued 
somewhat overprotecting. The boy seems to have grown up rather 
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fearful of his father, anxious for his approval, and unable to find any 
security in the relationship. His mother provided a warm, secure haven 
within which he could develop and, for the most part, successfully cope 
with his environment. 

If we skip, now, to the situation existing immediately prior to the 
patient's illness, we see the patient laboring under the stress of filling 
his father’s role as head of the business, but counterbalancing this stress 
by his new-found security with a wife who succored him. The patient 
managed fairly well until the birth of his daughter. His wife, kept busy 
by the infant, was unable to give him the attention he had obtained 
previously. In addition, there was a parallel to the stimulus situation 
which obtained at the birth of his own sister and a generalization of 
response. Stress, then, comes from his sense of helplessness, his feeling 
of inability to win his father’s approval. His defenses, the ingredients 
of the "X" factor, do not work. Partial withdrawal is not enough, de- 
pendency on a mother figure is partially taken away from him; compli- 
ance toward masculine figures of authority does not work since he is the 
"boss." Psychological deficit occurs, and the tendency toward anxiety 
reinstates itself. 

In order to answer the original question, why the patient did not 
respond to the psychiatrist's treatment, we have to understand the 
patient's attitudes toward male figures of authority. He is fearful of 
them, anxious to please, but threatened. The patient’s defense in such 
a situation is to withdraw, which he did. The patient’s prognosis with 
a male therapist is good for one who is not paternalistic or otherwise 
not authoritarian, but who can give security in a democratic, nonthreat- 
ening fashion. Such a treatment approach was undertaken and the 
patient responded rapidly, with the loss of deficit and symptoms, to the 
acceptance of a safe dependent relationship with the therapist. This 
dependency relationship was, then, used by the therapist to teach the 
patient new habits for satisfying his security needs. 


Obsessive-Compulsive Neurosis 


The patient was referred to a psychological clinic by his family phy- 
sician because of extreme nervousness and a tendency toward high blood 
pressure. The patient was a 34-year-old accountant, married, no chil- 
dren. He was medium sized, walked with a limp, quite verbal, extremely 
tense. He complained of "nervous tension,” insomnia, inability to make 
up his mind about things, and a constant concern for the future. He was 
always trying to “figure out" the future. He could never be satisfied, 
in his work, about its correctness and would spend hours checking and 
rechecking. He was always returning to the house to find out whether 
or not he had turned off the gas or put out the lights. He had recurring 
fantasies of getting away from it all, to be a vagabond, a beachcomber. 
Eight years ago he had a “nervous breakdown.” It happened while he 
was attending school in the morning and working in the afternoon. He 


14] THE PSYCHONEUROSES 391 


drove his car back and forth from work to school all day, not being able 
to make up his mind to do either. Finally, he collapsed and was picked 
up and taken to a hospital where has was completely inactive for weeks. 
He has had symptoms similar to those he now described for many years 
before his nervous breakdown, and since. 

"The patient is the youngest of three siblings, having two sisters older 
than himself. His father was a salesman for a manufacturing concern. 
He was a gifted musician. The patient described his father as a man 
with a good deal of charm, but he was an alcoholic. The patient said 
he remembered many occasions when he tried to persuade his father 
to come away from a saloon, many occasions when promised trips were 
not taken because his father could not be coerced to leave off drinking. 
In his teens, the patient once, in a rage, beat up his father in defense 
of his mother. He urged his mother to divorce him, which she did 
when the patient was 15. Of his mother the patient said they got along 
fairly well but as he got older she used to come to him with all her 
troubles and became “too dependent" upon him. The patient said he 
got along with his sisters but had little to do with them. 

It appears the patient had a satisfactory life until the age of six, 
according to what he could remember. At six he was afflicted with 
poliomyelitis and left with an incapacitating crippling of his right leg. 
Thereafter followed years of consultations with physicians, several opera- 
tions, and much time spent in hospitals. The patient said he was unable 
to play with the other children very actively. He fell behind in his school 
work and seemed always to be striving to catch up with his age group. 
It was after this illness that the father began to drink heavily. At the 
age of nine the patient contracted a close relationship with a neighbor- 
hood boy a year older than himself. This boy was his best friend, in 
fact, his only close friend. They indulged in homosexual practices which 
continued sporadically for 13 years. There were other homosexual 
partners during adolescence. In spite of his difficulties, the patient did 
well in high school. He entered college and with much hardship, due 
to his having to work his way through, did well. During his senior year 
in college he met his future wife. 

After college the patient was employed by an accounting firm. He 
then began attending school part time to obtain an advanced degree. 
It was during this period that he had his "nervous breakdown," men- 
tioned previously. Meanwhile he had been seeing his wife-to-be at rather 
frequent intervals, particularly at drinking parties. Finally, she asked 
him to marry her, and with some reluctance, he did. His wife is the 
sort of person who seems calm and unruffled under even very trying 
circumstances. She drinks heavily but not to the extent of becoming 
intoxicated. She has worked steadily at her profession, a designer, since 
their marriage. The patient says his nervousness, his constant question- 
ing of the future, and his doubts leave her unperturbed. She humors 
him, soothes him, but refuses to become disturbed by him. Since their 
marriage his symptoms have remained at a steady state, never quite 
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reaching the extremity experienced just previous to his hospitalization. 

The patient was administered the Rorschach and Bender-Gestalt 
Tests. On the Bender he obtained a standard score of 95. His per- 
formance was characterized by guide lines, many erasures, and attempts 
at meticulousness that failed to achieve the performance necessary for 
an average score. He was scored for such things as converting dots to 
circles, touch-ups, work-over, and double lines. Thus, although the 
Gestalten were faithfully preserved, the details of his performance 
counted heavily against him. He returned the next day after having 
taken the test and asked to recheck the count on Designs one and two. 
Such performance on the Bender suggests the self-doubts of the patient, 
the tremendous energy expended in an effort to control his anxiety, and 
the failure of such behavior in achieving satisfactory results, as reflected 
in the high score. 

The Rorschach showed an emphasis on the whole and tiny detail 
locations, with a consequent neglect of the more usually perceived larger 
parts of the ink blots. Such emphasis is not uncommon in compulsive 
individuals. In fact, many of the characteristics of the Rorschach records 
of obsessive-compulsive individuals noted by Schafer (30) were seen in 
this record. Perhaps his first reaction to the ink blots might be illuminat- 
ing. On Card I he gave but one response. After six seconds, holding 
the card upright, he noted that it was symmetrical and then said it looked 
like the pelvis. Such a response enables us to set up several hypotheses. 
We note, first of all, that the response is deviant, that is, it is uncommon. 
Few subjects note the symmetry of the cards and then give the response 
“pelvis.” The first reaction to the card tends to be coldly intellectual, 
as opposed to the subject who responds with “a female figure, Santa 
Claus,” etc. Our patient notes the card is symmetrical. Such a response 
shows the epitome of the rigidity and constriction implied in Rorschach’s 
form response. It divides the world in half so to speak; it is distant; it 
shies away from the warmth of any content of the blot. His attempt at 
content is barren, an anxiety-laden response, a bone. We note that the 
bone mentioned is often substituted for a sexual response and that this 
response is given to a “female” card (24). We hypothesize that the 
patient’s reaction to this particular stress is to attempt to control by 
intellectualization, that this reaction fails, results in anxiety, and that 
anxiety may be connected with the sexuality of a female figure. Further, 
such a response tells us something of the extent of the patient’s psycho- 
logical deficit. So much for the kind of clinical reasoning that lies 
behind the interpretation of a single Rorschach response. 

Space does not permit us to go through the whole protocol and il- 
lustrate the process of rejecting and/or confirming initial and later 
hypotheses based on successive responses. We shall, instead, proceed 
with the case conceptualization in which test results and case history 
material are interwoven. 

In his referral, the physician, having checked the test results, ruled 
out cortical damage; the patient is suffering from a psychogenic disorder. 


— 
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Although the patient displays psychological deficit, it is not severe 
enough to cause loss of judgment to the extent that the patient is unable 
to maintain himself in his environment. The habit patterns that we 
are able to identify through tests and case history material are not such 
as would result in harm to himself or others. The patient, therefore, 
seems treatable as an outpatient. We can, if we like, call his disorder a 
neurosis. He has many of the characteristics of the obsessive-compulsive. 
He is also depressed, which is not surprising. His history also indicates 
sexual perversion. What we call him makes little difference. We know 
the patient is sick; he knows it and wants treatment. Our problem is to 
formulate a diagnosis which will indicate his treatability under a par- 
ticular set of conditions. 

Let us see if we can identify the patient’s stresses, his deprivations. 
Perhaps we can do this best if we look into his history. He was a child 
with much love for his father, but with a father who, in essence, rejected 
him. Much of the history that the patient recounted had to do with 
attempts to get back his charming father. His mother he seems to have 
accepted, but she had relatively little value to him. Even at an early 
age she looked to him for strength, instead of being a source of strength 
and security for him. The patient experienced a physical illness which 
made it difficult for him to compete with his fellows both in and out of 
School. His need for the security of a relationship with an older mas- 
culine figure led to the establishment of a homosexual relationship. 
He sought this security on other occasions. This behavior increased his 
already existing doubts about his own masculinity. He loved his father, 
yet he did not want to be a man like him; he was ambivalent, in the 
Freudian sense (8). He could not rest in the security of becoming a 
man "just like Daddy" and being rewarded for such behavior; on the 
contrary, becoming a man like his father meant becoming a drunkard. 
Yet, he loved his father. The patient's inability to cope physically with 
his fellows, his homosexual behavior, all add to his doubts about himself, 
which extend to his environment. He doubts whether he has ever done 
anything right. He has to check and recheck. Perhaps if he can have 
things just so, as in accounting—have the world static so it will not 
change . . .? 

The obsessions and compulsions become part of the patient's defenses 
against his self doubts, but they are not satisfying. He has learned that 
he can successfully compete with his fellows on an intellectual level. 
He has also in him a tendency to withdraw, to escape from it all. Per- 
haps the student can identify the patient's stresses, the threat to security 
inherent in the deprivation of the need to belong as a man, the need to 
be satisfied with himself in this role, the need to be a man to his wife, 
etc. He should also be able to identify the X factors, the tendency to 
control by intellectualization, the obsessive-compulsive characteristics, 
the witlidrawal tendencies, the hostility toward figures of authority, the 
easy acceptance of a dependent relationship with a mother figure (the 
wife). It was predicted that this patient could establish a secure rela- 
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tionship with a very consistent, very reliable male therapist. It was 
predicted that the patient would doubt the therapist, attempt to control 
by intellectualization, attempt to withdraw. These predictions were 
found to be correct as psychotherapy slowly, but successfully, progressed. 


Summary 


The neurotic reaction is differentiated from psychotic behavior in 
that there is no gross distortion of reality nor pervasively extreme pet- 
sonality disorganization. In making an appraisal of any neurotic con- 
dition, the clinical psychologist uses a variety of psychological tests and 
case history material to arrive at a diagnosis. Three broad classes of 
variables are considered by the clinician: (1) psychological deficit, which 
has to do with the severity of the disorder; (2) stress arising from need 
deprivation; and (3) the defenses and habits used to satisfy deeply-rooted 
needs. In this approach to diagnosis little emphasis is placed on tax- 
onomy, but, rather, the purpose of diagnosis is to make the best pre- 
diction possible with respect to the practical problems of patient man- 
agement and to arrive at a prognosis for specific psychological treatment. 
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Chapter 15 


THE PSYCHOSES 
By R. M. Dorcus, Pu.D.: 


Ts CLINICAL psychology as in psychiatry, the practitioner must be suffi- 
ciently well informed concerning clinical syndromes immediately to 
recognize mental deviations. It is not implied that immediate diagnosis 
should be made. On the contrary, diagnosis should be delayed until 
such time as the diagnostician has at his disposal all the relevant social, 
medical, and personal psychological data. It is necessary, however, for 
the clinical psychologist to determine from a relatively brief interview, 
or from relatively limited case material, whether the patient falls within 
the normal or abnormal sphere. It is obvious that in the initial contact, 
all necessary data will not have been collected. For this reason the de- 
cision concerning the probable status of a patient is more hazardous 
at this time than at a later date when many more facts are at hand. If 
we follow this line of reasoning, only experienced diagnosticians should 
handle these initial contacts. This is not current practice in many 
clinics, and in the opinion of the writer it is a condition that should be 
remedied. Such practices are more likely to be encountered in out- 
patient and strictly psychological clinics than in hospitals. In the latter 
institutions considerable screening prior to admission has already been 
done, and the determination of whether the individual needs therapy 
has already been made. 

Because diagnosis at some time is always made, numerous queries 
project themselves into the picture. The first of these is, “Why should 
a diagnosis be made?” No psychiatrist or psychologist believes that 
attaching a label to behavior does anything about that behavior except 
in those instances where the individual so labeled happens to learn both 
the label and the prognosis that accompanies it. Under such circum- 


1 The case history material presented in this chapter is published with the per- 
mission of the Chief Medical Director of Medicine and Surgery, Veterans Adminis- 
tration, who assumes no responsibility for the opinions expressed or conclusions drawn 
by the author. The author is indebted to Frank Kirkner, Ph.D., Charlyne Storment 
Seymour, Ph.D., Alvin Lasko, Ph.D., James Jacobs, M.D., and Faye Burns, M.S., 
for their contributions to the case material. All of those named above, with the 
exception of Dr. Lasko, are from the Veterans Administration Hospital, Long Beach, 
California, a 
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stances serious consequences can result. One illustration will suffice. 
A young woman of 23 developed a severe depression on her honeymoon, 
consequent, as it turned out, to a teacher's serious comment, years ago, 
that she was a high grade moron. Proving to be of superior intelligence 
and having meanwhile held responsible jobs, her marriage posed the 
hereditary problem in relation to conception. This case shows in bold 
relief at least one of the dangers of diagnosis by unqualified diagnos- 
ticians. If, then, there is a certain amount of inherent risk in making a 
diagnosis, does the procedure have sufficient utility to justify the risk? 
The answer to this is yes. The label of anxiety neurosis or manic- 
depressive psychosis conveys meaning to those professionally oriented 
that could not be conyeyed except by long description. These terms 
become symbols for a group of symptoms, give information concerning 
the etiology and prognosis, and finally indicate, within limits, the thera- 
peutic approach, Both classification and diagnosis depend upon which 
part or which aspect of the total situation is stressed. Table 15-1 
lists the syndromes currently used for purposes of diagnostic designa- 
tions. 

In the organic group (see Table 15-1), such as the traumatic and 
syphilitic psychoses, both physical and mental symptoms may be quite 
similar, and final decision rests upon a history of brain damage through 
injury or a history of syphilitic infection. Thus the organic psychoses 
are in the final analysis classified on a basis of physical etiological factors. 
Since in the functional psychoses and the psychoneuroses the physical 
etiological factors are unknown or relatively uncertain, importance is 
attached to psychological syndromes. In distinguishing between the 
convulsive phenomena of hysteria and epilepsy, for example, the major 
criterion may be whether the individual has lost consciousness. Even 
this distinction proves unsatisfactory in separating certain types of 
epileptic attacks from hysterical convulsions, since loss of consciousness 
may not be complete in either condition. We have to rely then on other 
criteria, such as the development of the disorder or upon electroen- 
cephalographic records, for a final decision. A brief case history will 
illustrate the difficulties involved. A young man about 19 years of age 
was discharged from military service with a history, he stated, of periods 
of loss of consciousness following a fall in which he struck his head. 
‘There was no evidence of fracture or concussion. They seemed to come 
on, according to his report, when he tried to read. Encephalograms 
showed no abnormalities. It was found that at about the time of his 
original episode, he had had a quarrel with his girl. When he was dis- 
charged, the possibility of marriage confronted him. This was not en- 
tirely to his liking. When this situation was resolved, the symptoms 
disappeared. On the basis of the original symptoms, his difficulty could 
easily have been diagnosed as petit mal epilepsy. Although the emo- 
tional concomitants may have indicated a different diagnosis, this was 
not feasible since many epileptic convulsions appear under strong emo- 
tional stress. In this case the course of the illness becomes a factor in 
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ASSOCIATION 


SSIFICATION ADOPTED BY THE COMMITTEE ON Sra- 
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an 


10. 


11, 
12. 


13. 


14. 


Psychoses with syphilic meningoen- 
cephalitis (general paresis). 


. Psychoses with other forms of syph- 


ilis of the central nervous system. 

Psychoses with epidemic encephali- 

tis. 

Psychoses with other infectious dis- 

eases. 

(a) With tuberculous meningitis. 

(b) With meningitis (unspecified) . 

(c) With acute chorea (Syden- 
ham's). 

(d) With other infectious disease. 

(e) Postinfectious psychoses. 

Psychoses due to alcohol. 

Psychoses due to a drug or other 

exogenous poison. 

(a) Due to a metal. 

(b) Due to a gas. 

(c) Due to opium or a derivative. 

Psychoses due to trauma. 

(a) Delirium due to trauma. 

(b) Personality disorder due to 


trauma. 
(c) Mental deterioration due to 
trauma. 
. Psychoses with cerebral arterio- 
sclerosis. 


Psychoses with other disturbances of 
circulation. 

(a) With cerebral embolism. 

(b) With cardiorenal disease. 
Psychoses due to convulsive disorder 
(epilepsy). 

(a) Epileptic deterioration. 

(b) Epileptic clouded states. 

(c) Other epileptic types. 

Senile psychoses. 

Involutional psychoses. 

(a) Melancholia. 

(b) Paranoid types. 

Psychoses due to other metabolic, 
etc., diseases. 

(a) With glandular disorder. 

b) Exhaustion delirium. 

(c) Alzheimer's disease (presenile 

sclerosis) . 

(d) With pellagra. 

(e) With other somatic disease. 
Psychoses due to new growth. 

(a) With intracranial neoplasm. 
(b) With other neoplasms. 


15. 


16. 


17. 


18. 


197 


20. 
21. 


22. 


Psychoses due to unknown or heredi- 
tary cause but associated with or- 
ganic change. 
(a) With multiple sclerosis. 
(b) With paralysis agitans. 
(c) With Huntington's chorea. 
(d) With other disease of the brain 
or nervous system. 
Manic-depressive psychoses. 
(a) Manic type. 
(b) Depressive type. 
(c) Circular type. 
(d) Mixed type. 
Dementia praecox (schizophrenia). 
(a) Simple type. 
(b) Hebephrenic type. 
(c) Catatonic type. 
(d) Paranoid type. 
Paranoia and paranoid conditions, 
(a) Paranoia. 
(b) Paranoid conditions. 
Psychoses with psychopathic person- 
ality. 
Psychoses with mental deficiency. 
Psychoneuroses. 
(a) Hysteria (anxiety hysteria, con- 
version hysteria and subgroups) . 
(b) Psychasthenia or compulsive 
states (and subgroups). 
(c) Neurasthenia. 
(d) Hypochondriasis. 
(e) Reactive depression (simple 
situational reaction, others). 
(f) Anxiety state. 
(g) Anorexia nervosa. 
(h) Mixed psychoneurosis. 
Without mental disorder. 
(a) Epilepsy. 
(b) Alcoholism. 
(c) Drug addiction. 
(d) Mental deficiency. 
(e) Disorders of personality due to 
epidemic encephalitis. 
(£) Psychopathic personality. 
With pathologic sexuality. 
With pathologic emotion- 
ality. ~ 
With asocial or amoral 
trends. 


Mixed types. 
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the diagnosis because adjustment to the emotional situation cleared up 
the symptoms. 

The organic psychoses constitute about 40 to 45 per cent of the first 
admissions to hospitals throughout the country, hence they represent a 
major problem in the care of the mentally disordered. While many 
diverse causal factors are involved in organic psychoses, there is one 
common feature existing throughout them. This common feature is 
injury or damage to the cerebral cortex. Damage to subcortical areas 
and other structures of the neryous system may produce specific psycho- 
logical and physical symptoms but in general will not produce psychosis, 
Further, unless there is gross lesion, or unless diffuse areas of the cortex 
are destroyed, psychosis is not likely to be encountered. The latter 
statement is subject to controversy, but the bulk of the experimental 
evidence on animals and the clinical evidence from patients tends to 
support the contention that gross lesions only will produce psychosis. 
Direct injury, hemorrhage, tumors, disease conditions, and cutting of 
pathways of the brain show that unless there is secondary degeneration 
of neural tissue extending to the cortex, actual psychosis is not likely 
met. Removal of specific areas or severance of tracts may affect speech, 
motivation to solve problems, emotional control, and a variety of other 
psychological functions, but the removal of large portions of the frontal 
lobes or the removal of one-half of the cerebral cortex does not produce 
typical psychotic symptoms. Brain injury may be brought about by 
numerous agents, including trauma (severance of nerve tissue by 
mechanical insult), exogenous toxic agents (alcohol, lead, bromides, 
carbon monoxide, morphine, etc.), endogenous toxins created by in- 
fectious diseases (typhoid, encephalitis, meningitis, staphylococcus, etc.), 
circulatory or blood stream conditions (arteriosclerosis, embolism, 
hemorrhage, cardiorenal disorders, factors affecting the red blood cor- 
puscles), and neoplastic conditions (tumors, thickening of meninges). 
Some of these agents attack the brain tissue directly, while others pro- 
duce their effects on the nervous tissue through circulation, the root of 
the disorder being located in another part of the body. 

With this orientation, we shall devote the remainder of the discussion 
to a consideration of how the clinician uses the tools which are part of 
his stock in trade for classifying and diagnosing certain functional 
psychoses. The contribution that the psychologist makes must be in- 
tegrated with the contributions by the psychiatrist and the social worker. 
In order that optimal results may be obtained, physical and psychiatric 
data should be combined with personal and social data collected by the 
social worker. Organic psychoses would not necessarily illustrate this 
team approach, since diagnosis of these categories depends mainly upon 
the history of organic disease. This aspect of the problem naturally 
belongs to the physician. Similarly, certain of the functional psychoses 
have significant bases in the history of the patient and this area can most 
suitably be assayed by the social worker. It is not implied by these re- 
marks, however, that psychological test data when used alone will not 
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afford clues to the diagnosis of organic psychoses as distinguished from 
the functional, but rather that the test data will not yield adequate in- 
formation for separating an exogenous psychosis from an endogenous 
psychosis. In planning any therapeutic program, areas of stress and 
conflict become important; hence a history of these areas should be 
ascertained. We shall show how all of these services of the professional 
team become interwoven in reaching a decision as to the type of patient 
presented and the approach which is made to a therapeutic program. 
For this purpose we have selected two cases of functional psychosis. 
The pertinent medical, social, and psychological data are presented in 
some detail. The cases include a paranoid schizophrenic and a manic- 
depressive. We hope to show the distinguishing features of each of 
these classifications and how the student could differentiate a manic- 
depressive from a schizophrenic with depressive features, or a neurotic 
with depression. Similarly, the differentiation between character dis- 
orders, borderline amentia, and schizophrenia may be pointed out. The 
student should be forewarned that the case history material, the psycho- 
logical test material, and the social service reports are presented in the 
manner in which they were originally done. Since there has been little 
or no editing, the grammatical structures in many instances appear 
inadequate, and a number of inconsistencies may appear. The material 
has been left in this fashion so that the student can see the spontaneous 
manner in which professional people work. 


Patient A.: Case Work-Up 
Puysican Examination. Essentially negative findings. 


Psycutatric Hisrory. Birth. The patient was born August 25, 1901. 
He believes he was born at home under normal circumstances. There 
were six children in the family and he is the second oldest. Family. 
The patient’s mother died in 1948 at the age of 67 of cancer of the 
female organs. She is described as being nervous, exacting, but not 
thrifty. She was reasonably jolly. "She was like me." She was of Ger- 
man descent, belonged to the Presbyterian church but was not religious. 
The father died at the age of 71 in 1948, a few months before his mother 
died. The father died from a heart attack. He was of Irish descent 
and was an insurance salesman. “He was a little better manager and 
was more easy going than my mother. He was a pretty good father. 
They got along pretty good.” His father was also a Presbyterian but did 
not go to church often. Both parents had about a sixth grade education, 

The patient believes that the mother favored his oldest brother, 
because he was the first born. He believes his father also fayored him 
for the same reason. The patient said that his father administered the 
punishment. A belt was used but the father did not use it very vigor- 
ously. The household was run by the mother and father. The patient 
describes his home life as being “pretty much confusion. Everybody 


15] THE PSYCHOSES 401 


was fighting. There wasn’t any drinking or cursing though.” The pa- 
tient’s oldest brother is now 53 years of age and is described as being 
“a floater, he's no good. He takes too much liquor and has been married 
four times.” The second brother is 49 years of age, and is a foreman 
with Company. . .. The sister died about ten years ago at the age 
of 36. She had cancer of the female organs. "She had a bad voice 
affliction.” The third brother is now 43 and has been confined for 12 
years in a county hospital. “He had some mental problem.” The 
fourth brother, now 30, works in Indiana. The patient believes that he 
likes his second brother the most. “We paired off. He never short 
changed people." ‚The patient liked the third brother the least. "He 
was very hard to get along with and very selfish. He drank and ran 
around. I never gave my mother and father any trouble." 


Early Behavior. The patient denied any anxiety symptoms, mood 
swings, phobias, temper tantrums, wetting the bed, or cruelty to ani- 
mals or children. He believes he never got into trouble for lying, steal- 
ing or playing hookey. He said that he had nightmares occasionally 
and believes that he possibly walked in his sleep. He didn't bite his 
finger nails. “I ran away from home just once and didn't come back 
for three years because of a large family." 


Education. The patient finished the 8th grade in school. After that 
at the age of 13 he ran away from home. He disliked arithmetic and 
mathematical subjects in school but liked history and geography. He 
got along well with his teachers and classmates and took part in no 
sports. He had no future plans when he was in school and as far as the 
future is concerned now, he says: “I really don’t know, to be perfectly 
frank. I’ve been thinking about studying commercial art or looking 
for uranium.” 


Occupation. On leaving school he took a job as a punch press oper- 
ator, then went to work harvesting and then began selling soap. He 
went into the service and got out in 1919. He once again began selling 
goods in Kansas City and continued selling in St. Louis and Des Moines. 
In the latter city he sold securities and did a good business just by selling 
over the phone. He began selling soap in 1921 and continued through 
1925. In 1926 he came to Southern California and began working as a 
salesman. “I worked there for four years. It was the longest I ever 
stayed on a job." He has worked off and on for no more than 1/2 years 
in the following jobs: coffee salesman, tea salesman, soap salesman, 
Air Force Service Command, and many others. The patient says that 
it has always been “a nervous breakdown that has made me have to 
stop the job. They usually give me my job back. The last time I 
worked for the soap company, they fired me completely.” He then 
worked for a store a little while and then about 3¥2 years ago began 
working for another company. He believes that he would work for 
about six months and then have to stop because of feeling blue and 


402 AN INTRODUCTION TO CLINICAL PSYCHOLOGY [15 


depressed. He stopped working at this latter place in February, 1952. 
He said the company let him go off duty for a couple of months because 
they knew when he came back he did so much work. His usual salary 
has been $400 a month. The patient says that he never particularly 
liked selling but continued because for him it was not hard to sell almost 
anything. He said that he got along fine with his employees and em- 
ployers and that his employers have written him a letter while he has 
been in the hospital and seem to be interested in him. He does not like 
to take responsibility on a job because if he does he finds that soon he 
wants to “connect myself with everything and then I just go from bad 
to worse." The patient says he has no debts and owns his own home. 


Military History. The patient was in the air service in the Signal 
Corps from July, 1918 to February 10, 1919. He enlisted and received 
an honorable discharge with no service connected disability. He was a 
private and got into no trouble. He only went to sick call for the flu. 
He got along fine with everyone including officers and enlisted men. He 
enjoyed being in the service but doesn’t feel “too kindly toward war.” 


Sexual Information. The patient said that his parents didn’t tell him 
much about sex and he recalls no early sexual experiences which he be- 
lieves seemed to color his future life. He said that he had intercourse 
when he was about 10 for the first time. He said that he had very few 
dates since after leaving school at the age of 13; he lived with bums 
mostly and sometimes went to prostitutes. He was married over 30 
years ago to a woman of German descent who is now 51. He had known 
her for about six months previously. She had been married before to 
someone “older than her.” The patient does not know why she was 
divorced. He has 3 children: 26, 24, and 22 years of age. The patient 
said that he has always had trouble with women, especially red-heads, 
when he has become very hyperactive, and was unfaithful to his wife 
approximately five years ago when he was in one of his spells of hyper- 
activity. 

Religion. He says he goes to all churches once in a while. He some- 
times goes to the Catholic Church and seems to like that very much but 
“it’s too deep; it's pretty heavy reading; I just like to drop in occasionally.” 


Hobbies and Interests. None, except walking a lot. He once be- 
longed to the Elks Club. 


Conflicts with the Law. None. 


Mental Examination. The patient was neatly dressed but was wear- 
ing civilian clothes with a hospital bathrobe on. He was wearing a hat 
that had holes in the side. “I wear this so that my brain can get a little 
ventilation.” He was very friendly and almost ingratiating. A paper 
clip fell on the floor and the patient at once pounced on it and pre- 
sented it to the examiner. Throughout the examination, he continually 
looked at his watch. He said that he had a great many things to do. 
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He has been studying uranium mining, music and reading several geology 
books while in the hospital on this occasion. He likes it better on his 
present ward than he did on the urology ward because there isn’t so 
much work to do, while on urology he was quite exhausted at the end of 
the day because there were so many bed pans and trays to pass out. 
He believes that at the present time he is coming down a little bit from 
his hyperactivity, and has been crying a little bit because sad stories 
over the radio and in the papers seem to upset him. He goes to sleep 
alright at night but wakes up at 4-5 o'clock and has to take a long walk 
or read the Bible. He believes he is feeling a little blue now but never 
has thought about suicide. He said that he has always had episodes 
similar to this but that in recent years he believes he has become "higher 
than before but I'm able to handle myself better than I used to." He 
mentioned several times that he often gets into trouble with red-headed 
women and told of an incident five years ago when he was unfaithful 
to his wife. The patient's affect seemed appropriate. There was no 
loosening of associations but there was quite a definite flight of ideas. 
It was felt that the patient's history at this time is not too reliable since 
his main effort seems to be to impress and please the examiner. No 
outstanding ambivalence was shown. It was felt that the patient's emo- 
tional depth was very shallow but that he had good insight into the ups 
and downs of his illness knowing what to do in order to relieve himself 
of his hyperactivity and also realizing that when he was depressed he 
would soon probably be feeling better. At the end of the examination 
the patient looked at his watch, shook hands with the examiner and 
hurried off to the library to get more information on geology. 


Impression. Manic-depressive psychosis, hypomanic phase. 


Psycurarric Examination. This patient who was seen in evaluation 
by Dr. X (above), shows the presence of a manic-depressive psychosis 
and at the time of this examination the patient presents symptoms and a 
picture of the mixed type in which the patient appears basically de- 
pressed but has intermittent periods of overactivity. Dr. X adequately 
reviews the early history and it can best be said that the onset occurred 
when the patient was 19 and got married. Although another time in 
the history the patient remembers a rather severe depression at the age 
of 30. In the phases between overt attacks the basic personality appears 
to be markedly cyclothymic. He has many acquaintances and few 
friends because he doesn't want to accept the responsibility of friendship. 
The patient finds that his basic cycle is five to six months of normalcy 
followed by two months of feeling “up” and then two or three months 
of feeling “down.” The patient has noted that in the past year he 
has felt higher than usual but seems to handle this high phase in a 
better manner. He also feels that he has been so blue as to consider 
suicide but not recently. In the description, the family, including 
siblings and mother, appear to be markedly cyclothymic. Job changes 
have occurred in association with depressive episodes. From the history 
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available it appears that multiple traumatic events occurred, all of his 
children had left home and both mother and father died within two 
months. At the same time the patient had a mild manic attack and 
was unfaithful to his wife, with “a red-head.” 

Clinically, at this examination the patient appears tense, sad and 
dejected. He appears to be an expert at making himself ingratiating. 
The production during the interview showed flights of ideas but only 
to a mild degree. The patient was overactive and has compensation 
mechanisms working, consisting of partying the examiner's questions 
plus intellectualization and minimizing. It was with the greatest diffi- 
culty that one was able to find that he was retarded both emotionally 
and intellectually. He is an extremely anaclitic person at this time. 
He describes having 25 boxes at home and when all these ideas fly 
through his head he writes the ideas on a piece of paper and then classi- 
fies them within the 25 boxes. However, he has done nothing further 
about these ideas. He discusses an implied paranoid reaction while on 
the open urological ward approximately one month ago but this is not 
present at this time. His ability to conceptualize is poor and he is show- 
ing moderately bad judgment. He is quite grandiose and unrealistic in 
his approach to his problem. 

PSYCHOLOGICAL EVALUATION. 

Referral. Request for psychological evaluation for symptoms of 
nervousness and mood swings. 

Tests Administered. Rorschach and Wechsler-Bellevue.* 


Behavior and Manner. The patient is a restless, loud talking, gar- 
rulous person, who is socially aggressive in a friendly-undefensive man- 
ner. He gives the appearance of a person under constant tension and 
with considerable overt neurotic anxiety. The patient’s constant motor 
activity and verbal outflow would appear to be the way of relieving both 
the anxiety and the tension. 


Test Findings. The patient appears to be an immature id-ridden 
personality with superficial compulsive defenses. He is at the mercy, 
apparently, of early childish emotional fears related to basic insecurity, 
and he has developed a characteristic intellectual over-concern about ac- 
curacy and reality as a defense against recognition of powerful fears and 
feelings of emotional lability. Lack of emotional-intellectual integration 
is a primary factor in the personality. 

The etiology of the patient’s present symptoms may be as follows: 
His life-long mood swings likely represent a battle between strong de- 
pressive-dependency tendencies and a manic-like defense against them. 
As long as the patient is moving ahead at full tilt and working hard, 
anxiety and depression and feelings of helplessness are suppressed. How- 


2 The details of test administration and scoring are not reported here inasmuch 
as they are more meaningful when intensively studied in more advanced practicum 
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ever, the personality does not have the resources to keep this up continu- 
ously and it seeks relief from the constant strain of “forcing” and there 
is what the patient calls a “hang over” or period of depression during 
which he does not want to work, is cautious about spending, and is 
less self-confident. Fear of this state and what it might lead to, promotes 
anxiety and the personality gathers its defenses for another “flight” from 
fear and dependency. Anxiety is most likely to be found during the 
transitional periods. 

There are also found in the Rorschach record elements that are sug- 
gestive of hysteria, but the personality does not show the strong re- 
pressive and/or somatization defenses found in the hysteric. ‘There are 
indications of pathology, but again the general pattern of intellectual 
performance is not supportive of such a diagnosis, and the observed de- 
ficiencies can better be accounted for on the basis of age and marked 
anxiety. 

Paranoid elements in the test findings must be explained. A true 
paranoia can be ruled out, as the Rorschach test record does not show 
the intellectual control and defensiveness usually accompanying a 
paranoid personality, and the manic-depressive defense system is not 
used by such patients. He shows considerable unrealistic fear, but no 
distortion of the environment in terms of the “they are all against me” 
reaction, but rather his feelings seem to be related to the vague “boogy 
man” fears of childish nightmares. 

Data from the Wechsler-Bellevue (see Fig. 15-1) indicates that 
the patient is not psychotic but is under considerable tension and emo- 
tional disturbance. Note the range of subtests and variation of speed 
arithmetic versus digit symbol. No bizarre material; pattern similar to 
anxiety reaction, agitated. Organic problem suggested, but not sup- 
ported by total pattern or patient’s behavior. Some failure to get 
Gestalt of Picture Completion and Picture Arrangement, not on Blocks 
or Object Assembly. This suggests desire to take first answer that is 
acceptable and not obviously “unfitting.” 

Test Summary. This patient is suffering from marked anxiety and 
bodily tension related to childish fears over basic insecurity. The per- 
sonality resources and defense system used indicate he may be fighting 
off a psychotic depression of the agitated type. The manic phase defense 
formerly combatted this depressive tendency and is now testing the 
limited resources of the personality and anxiety is the result. A male 
involutional condition and prostate complications may be placing ad- 
ditional strain on the personality at this time. 


SOCIAL SERVICE Report. 


Referral. The patient was referred for help in arranging psychiatric 
care by his ward physician. 

Activity. Inasmuch as a conference was in progress in the doctor's 
office, patient was seen without benefit of complete medical information 
as he was waiting on the ward and so apprehensive about his appoint- 
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trial and error or impotent behavior. (Record Form reprinted with permission of The Psychological Corporation, New York.) 
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ment that he preferred to talk with the worker before clearing the 
hospital. Patient inquired about worker’s objective and after worker 
explained her function, he talked freely about his nervous condition, 
saying that he has crying spells, becomes depressed, must exercise con- 
siderable control over his emotions, and as a result he reads the Bible 
constantly. He explained that he is so anxious, he returns five or six 
times to make sure that a door is locked and he is so apprehensive 
about appointments, he always arrives early. He is a salesman and fre- 
quently he is capable of securing a job but he is unable to hold it for 
any length of time. He did receive a disability allowance years ago for 
ulcer but it was discontinued and patient does not know whether his 
ulcer is service connected at the present time. As he has an appointment 
in the eye clinic next week, worker suggested that when he returns, he 
bring his letter regarding his disability allowance so she will be able to 
refer him to the proper psychiatric resource. 

The patient came by appointment to see worker and he explained 
he had three appointments this date and had been unduly anxious about 
them. He again wondered why he was seeing the social worker and 
remarked that the Clinical Psychologist had referred him to Dr. B., 
psychologist, who did testing today and with the understanding that he 
will continue to see the patient. Worker then assured the patient that 
she was unaware that he is to be followed by the Psychology Section 
and that he need not be anxious about seeing the social worker or about 
arranging outside psychiatric care. 


Discussion: Overview. It is readily noted that there is some overlap 
in the material presented by the co-workers. This is necessary for record 
purposes; it saves time. Often, too, the partial duplication of effort 
discloses new facts not previously ascertained by other examiners. The 
patient’s physical condition in this instance is important, since he orig- 
inally entered the hospital for a prostatic condition. Psychiatric or 
psychological symptomatology was soon uncovered and it became neces- 
sary to evaluate the psychological symptoms in relation to the present 
illness. ‘The history becomes important at this point, since evidence of 
maladjustment appeared long before the present physical complaint. 
The problem thus becomes one concerning the importance of the pres- 
ent physical illness as a sustaining cause of the behavioral symptoms. 
The basic psychological make-up contributes to an understanding of this 
problem. While the history affords some information, the psychological 
tests perhaps contribute most. The social data are meager, since the 
patient has been admitted and treated for the physical difficulty. The 
social worker was contacted primarily to see that referral was made for 
psychiatric treatment. This (electro-convulsive therapy) was such that 
the social history was relatively unused once the diagnosis was established 
and therapy undertaken. 

There are points of agreement and disagreement between the 
evaluations made by the psychiatrist and the psychologist. These are 
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summarized as follows. The Rorschach record, as a whole, suggests 
depression and fear of the environment, which is inconsistent with the 
medical impression of manic-depressive psychosis, hypomanic phase. 
Although the patient’s perceptions are to some degree distorted by his 
fears of the environment and his doubts of his own competence, this 
does not appear to be sufficient to suggest an ongoing psychotic process. 
The psychiatric evaluation reference to the patient’s being “retarded 
both emotionally and intellectually” is ambiguous. The psychological 
testing shows no evidence of intellectual retardation other than restric- 
tion due to the presence of considerable amount of anxiety; the testing 
reveals that emotionally there is considerable lability, although emo- 
tion expressed is feared by this patient. It, too, is interesting to note 
the inconsistency between the medical examination impression of much 
manic activity—‘“continually looked at watch. He said he had a great 
many things to do. He was studying uranium mining, music and read- 
ing several geology books . . ."—and the psychiatric evaluation where 
the person is described as appearing tense, sad and dejected. This, in 
turn, is inconsistent with the behavioral description given in the psycho- 
logical evaluation section—"a restless, loud talking, garrulous person, 
who is socially aggressive in a friendly undefensive manner." The test 
findings appear to reflect the over-all description given in the psychiatric 
evaluation section (above). There is no evidence of organic involve- 
ment in either the Rorschach or the Wechsler-Bellevue, although the 
psychological report makes qualified references to this possibility. In 
view of this patient's eighth grade education and the nature of his life- 
time occupations, the relatively high information and vocabulary scores 
(see Figure 15-1) are of interest. These suggest intellectual strivings 
and a level of aspiration beyond the usual level of intellectual function- 
ing for this person. 

Summarily, the following etiological or dynamic interpretation is 
suggested. As a child, this individual felt himself rejected by both 
parents in favor of an older brother with whom he was in unsuccessful 
competition. The conflicts in the family atmosphere and the fact that 
he ran away from home at the age of thirteen seem to add up to a 
person who had learned to perceive himself as inferior and inadequate. 
At the same time, he had great need for dependency. Because of his 
early life experiences, he represses his dependent needs and has attempted 
to gain acceptance through strivings for recognition, particularly in the 
intellectual area. This is shown by his high information and vocabulary 
scores on the Wechsler-Bellevue as well as by certain ratios on the 
Rorschach. Behaviorally, it is demonstrated in terms of the reading of 
many books and in his interesting himself in scientific and cultural pur- 
suits, and in his accumulation of "ideas" (the “twenty-five boxes"). 
His level of aspiration has been unrealistically high and out of keeping 
with his capacities, resulting in repeated experiences of perceived failure. 
The conflict between his needs for recognition and achievement and his 
fears of responsibility might seem to account for his frequent job changes 
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and the attendant depressions. His manic phases could be accounted 
for by the driving need for recognition; however, this inevitably entangles 
him in responsibilities which, because of his basic feeling of inadequacy 
and inferiority, he finds extremely threatening, bringing on the de- 
pressive phase of the cycle. As he grows older, the patient is forced to 
recognize his inability to meet his unrealistically high level of aspiration. 
This recognition must be repressed because of its extremely threatening 
nature. A greater frequency of the depressive phases of the cycle or at 
least a deepening of these phases might be expected to result from this 
process. The depressive phases can be looked upon as a bid for fulfill- 
ment of his dependency needs, which he cannot consciously accept. 


Patient B.: Case Work-Up 


Pnuvsicar Examination. Reported as essentially normal other than 
for the X-ray of the right hand on 11/17/52 which revealed a small chip 
fracture from the base of the middle phalanx of the index finger without 
significant separation. 


Psycuratric Hisromv. Birth. Patient was born September 22, 1923. 
He said he was an instrument baby and an only child. Family. The 
father died in 1943 at the age of 49 of a cerebral hemorrhage. The 
patient was 15 at the time. He was an immigrant from Russia. He 
followed his religion closely. His occupation was that of a sports' wear 
cutter and designer. He owned his own business but “he didn't do well 
until the patient was about 7. Then he began to pull out slowly by 
working for others. He was very pleasant, he had a good sense of humor, 
was well liked. He was straightforward—so it seemed—and I suppose he 
was. He had a temper which was quickly aroused but it cooled off 
quickly, too. His whole life was wrapped up in me. He never got along 
well with mother at all. I don't remember what the arguments were 
about but they used to fight violently at home. He used to hit her once 
in a while. He used to ask me if I would come with him if he left 
mother, but I would say no, I want you to stay together, but that's not 
the way I felt about it. I would have gone with him, I think, if he had 
left her.” Mother. Is 45 years of age at present time. She is Rumanian. 
“She just followed religion to please Dad, though.” “Mother is comp- 
troller in a wholesale concern and has a responsible job. I don’t know 
why I dislike her, but I do. I don’t have any feelings for her, I should 
say. I don't dislike anybody really.” 


Early Behavioral and Emotional Disturbances. Patient says he had 
an underactive pituitary gland at the age of 9 and was very obese. He 
said the kids were cruel to him and called him all sorts of names. He 
says: “I used to wrap myself up in school work in order to avoid the 
kids.” He says: “I didn’t have friends because I didn’t want to get 
hurt. Friends can hurt you a lot.” Then at the age of 9, the patient 
said his parents had the doctor give him some sort of injections which 
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caused hair to grow all over his body, so by the age of 12 he had a 
baritone voice. He then became employed as an actor on the radio. 
He played the role of the villain or the demon in parts requiring a 
baritone voice on a children’s story hour at the age of 13. “We lived 
pretty well on my money.” This is stated very sarcastically. “When 
father died all the money was mine, that’s what we lived on. Then 
mother married this man I was forced to call step-dad when I was 15. 
They took all the money I had in the bank and made payments on a 
house. I only lived there one year. Then I took off and let them 
have it. It was my house, my money.” The patient says he stayed with 
his grandmother about 9 months and then left for the Navy. 


Education. The patient completed the 11th grade and left for the 
service "for no reason at all.” He describes his school days as follows: 
“In grade school I skipped a couple of grades. My younger school days 
seemed pretty happy because I had one or two friends who didn't hurt 
me at all. Teachers were fond of me, especially a science teacher. He 
was nice to me. But I didn't have too much time for friends then be- 
cause I was working all the time and had private tutors to help me out 
with the school work." Patient says his high school days were tragic for 
him because he couldn't get along at all. When asked about sports he 
said: “Oh, yes, I liked hand-ball, skating and bob-sledding,” and then 
added later, “I like to swim too.” His career or occupational striving 
was to be "an actor, an entertainer and also maybe a singer." His pres- 
ent plans and desires for the future are described as follows: "After my 
emotions are balanced better, I'm not sure what I want to do. I don't 
know whether I want to do hair dressing or not. Maybe I’ll make a stab 
at radio again but I won't stay in California where people know what a 
mess I’ve been." 


Occupation. He cannot enumerate the number of jobs he has held 
since leaving the service. First he worked as a shoe salesman for a few 
months and then he went to hair dressing school. He said: “I had many 
jobs until I finally got some experience." At one time he owned his 
own shop along with his wife. He says: “My wife still owns it. She took 
it when she divorced me." His last job he held for four months and it 
was in a beauty shop. He makes from $85 to $110 a week at hair dress- 
ing. “I like it very much, my job, except that I have resentment towards 
my wife for asking me not to go back into show business. I enjoy talk- 
ing to people on the job most of the time but when I get sick like this, 
I start getting belligerent and I don't care what they want anymore. This 
shows and they don't like me for it." The patient then comments: ^I 
always get this way toward the end of the year. It's always September 
to December and January that I get sick." When asked about his 
financial position he says: ^Not very good. I have nothing at all. I've 
spent everything I have on clothes and foolishness. I’ve also spent 
everything I could get my hands on to buy my girl expensive gifts. I 
lost everything when I divorced my wife.” 
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Military History. The patient enlisted in the Navy at 17, in 1945, 
October. He was discharged from the service in June, 1946 with a 
CDD for nervousness aggravated by service. He receives a 30 per cent 
service connected disability for this. The patient says: “My Navy days 
were nothing but trouble. I was round shouldered and because of the 
shape of my face the fellows called me Mole and laughed at me. I never 
got along at all. I guess because I was so stand-offish. I just couldn't 
get along. I didn't like the regimentation. You have to roll your 
clothes just exactly a certain way and so on. I wanted to get into the 
Armed Forces radio service but couldn't. The patient had several 
disciplinary actions for being AWOL and AOL. He said he was AOL 
on numerous occasions but always was able to lie his way back out of it. 
The first time he was AOL for only three days. He was given three days 
restriction for this offense, however, because “I told my first big lie.” 
He went on: “It was the first time I ever lied to get what I wanted and 
it worked. That's when I learned how." The patient says he continued 
to lie thereafter to get his way while in service. He said he began to be 
"hysterical. I used to get fainting spells. I had psychosomatic amnesia." 
The patient then laughs cynically. “I got my discharge that way, you 
know. It wasn't preconceived at all but I just on an impulse suddenly 
walked up to a civilian on the street and said: ‘Could you please tell me 
where I am?' And he tried to direct me but I acted as if I didn't know 
where California and the United States was.” The Shore Patrol was 
called and the patient said: “I just continued with a big act. I wouldn't 
answer to my right name or anything else. It seemed like a lot of fun 
at the time—trying to confuse them." He said he was placed on a 
psychiatric ward and was given sodium amytal. "That's when I broke 
down and began to cry. I don't remember what all I told them, but 
it must have been good because they gave me my discharge for it." 


Sexual Information. The patient says his age of first thoughts 
was 8. “I knew all about things by that time.” Masturbation began at 
the age of 12 or 13 and was taught to him by a friend with whom he 
practiced mutual masturbation for a long period of time. The patient 
said he had homosexual relationships with a man while in the Navy but 
he said he never had any after that. When the examiner did not make 
any sign the patient said: "That surprises me. Whenever I told 
psychiatrists that before, they used to raise their eyebrows like they didn't 
believe what I was saying, but you just take it in stride. I don't seem 
to be able to lie to you like I done to all the others." He says his first 
heterosexual experience was at the age of 14 when his aunt who was 
about 30 at the time and divorced, took him into her bedroom and 
taught him intercourse. He stated that his most satisfying sexual ex- 
perience of his life was at the age of 17 when a prostitute "raped me 
and then she wouldn't take my money." He went on: "She did every- 
thing to me and I did everything to her. We tried everything in the 
sexual book. She said she'd like to take me to raise and cook for me. 
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She was about 8 years older than I was. She said I was a cute kid and 
she’d like to raise me like her little boy. I found it a very desirable 
situation.” He said he was particularly thrilled when she would undress 
him. He used to ask her to do this. 

The patient was married in 1947 to a girl he had known for about 6 
months. She was 4 years older, “a virgin and a beauty operator. She 
didn’t like my aspirations for show business and we used to fight like 
cats and dogs about that.” The patient was asked if he had premarital 
relations, “Oh, no. She was one of those ‘don’t touch me until we're 
married’ girls. I tried for 6 months to get to her but she wouldn’t let 
me so I married her.” He said then that sexual intercourse was never 
gratifying to him since she would not practice any of the things that he 
wanted her to. “She wanted everything done to her but she wouldn't 
do anything to me.” The patient seemed to want her to take the active 
part in the sexual act and she wanted to take the passive part. There 
was no agreement between them. The patient, at the present time, is 
dating a girl who again refuses intercourse prior to marriage. 


Religion. “I went to a church’ school as a youngster and the one in 
charge used to hit me so hard he would knock me to the ground because 
I wouldn’t be able to recite some of the words he wanted me to. So I 
waited until I was confirmed and then I didn’t go after that. I didn’t 
believe after that at all. It was all just a bunch of hypocrisy, all but my 
father. He meant his religion but all the rest would come dressed up 
like fancy birds, and then try to act religious but they didn’t act religious 
the way they handled their business all week long.” 


Hobbies and Interests. Patient states he is a wood worker and likes 
to make lamp shades. Otherwise his principal hobby is reading. He 
especially enjoys books on sociological problems—‘“in novel form.” 


Conflict with the Law. Once—hitch-hiking in Mississippi where 
this is forbidden. j 


Mental Examination. "The patient is a well developed, slight, hunch 
shouldered, thin faced individual who sits rather quietly except for his 
hands which he uses quite expressively in dramatic gestures. He is quite 
histrionic in reciting his difficulties and his account is replete with 
exaggerations and falsifications. He dramatizes his illness at great length 
and one time handed the examiner a roll of recording tape saying, “This 
is what you asked for.” The recording tape contained a dramatic ac- 
count of his life. On another occasion he wrote a letter to the examiner 
and handed it to him on ward rounds. This was a dramatic story-like 
description of his feelings as he left home. On another occasion he 
dramatically stated to the examiner that he would like to submit to a 
lobotomy. When asked why, he stated “to kill my criminal instincts.” 
He has had 98 hours of psychotherapy at —————— in Los Angeles 
and at the end of this time he was told that he was “an s. o. b. and my 
wife should divorce me.” He was sarcastic about his therapist, indicat: 
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ing that he manipulated him completely throughout all the therapy. 
He expresses his disdain by reciting the various dynamics that he was 
taught and that he did not feel any of those were true. On another 
occasion he said that he always becomes ill in September and remains 
ill through December but is never mentally ill during the other months. 
He continuously makes pleas for assistance and informs the examiner 
that he does not expect to tell the truth and that he will manipulate the 
situation to his own end. This he has been observed to do on numerous 
occasions. He did not take part in group activities on the ward, remain- 
ing by himself much of the time. He spends most of his free time in 
the radio room in the recreation hall where he serves as an announcer 
and disc jockey. He is confused and depressed much of the time and 
requires moderate amounts of sedatives for relaxation. 


Stream of Thought. The patient says he becomes confused much 
of the time. When asked to describe what he means, he said: “I keep 
my mind on a high pitched plane all the time. It's like a feed back on 
the microphone. It runs very very fast. The thought itself might be 
normal but there is a feed back sound coming through all the time. 
Sometimes my mind becomes a complete blank, there will be no 
thoughts at all in it. Sometimes when I become so confused, I just lay 
on the bed and say I won't think at all and repeat that thought to myself 
until first thing I know I am not thinking about anything. My mind 
becomes a blank.” At other times the patient says he will be in a dif- 
ferent situation which he has created and then begins to scheme ways 
in which he can get out of the difficulty. He says that at such times his 
thoughts become “completely jumbled up so I can’t separate one from 
another.” Thoughts keep coming in his mind and he can’t continue 
with one. He also describes blocking by saying that sometimes during 
his mental confusion: “I lose the thought altogether and can’t come back 
to it, and then after a few seconds I start to talk again. Sometimes 
about what I was originally thinking and sometimes about something 
else." Empathy is poor. His affect is quite inappropriate. At times he 
is upset by something not obviously upsetting. At other times he 
recites upsetting material with-complete blandness. He shows marked 
ambivalence toward his mother, his father, his wife, his girl friend and 
his previous therapist. 


Mood. He is depressed as is shown by his physical, emotional and 
intellectual retardation. The depression is not so profound, however, 
that at times he is able to maintain activities for a time. 


Content of Thought and Special Preoccupation. ‘The patient says 
he has a phobia for height. He cannot look at high places sometimes 
without fear of falling. He describes when he was on a 20 foot tower 
in the Navy and was asked to jump'into the water. He refused and was 
forced up anyway and when he got to the top he came down the ladder 
screaming and crying and ran to the barracks. He also describes a fear 
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of being mentally ill at some future date. He has terrifying nightmares 
which consist mostly of falling or of floating in space with his hands 
in front of him. He has feelings of familiarity as for example he told 
his girl he was a married man. He felt at that moment that he had been 
through exactly that moment before. He says, when asked to describe 
the reason for this feeling: “It makes me wonder if we don’t live our 
lives in cycles and the same cycle occurs on more than one occasion. 
He also describes feelings of familiarity in restaurants and other places. 
On one occasion the patient says: “I would sell my soul to the devil 
for wealth. I’ve often said that and then I have the feeling I can have 
anything I want by reaching out, but when I try to do this, my hand 
will come within inches of what I want, like rare jewels or such, but I 
can never touch it.” When asked about daydreaming, the patient said: 
"I have a very good imagination. I can imagine just about anything 
I want. A whole story forms in my mind and I follow the story through. 
I am one of the principal actors in the drama.” He said at one time he 
was dreaming and was not sure whether it was a daydream or a night 
dream. This occurred while he was in the hospital. He was making 
passionate love to a woman and he was sure that woman’s name is Bette 
but he actually knows that it was Marie. 


Sensorium and Intellectual Resources. The patient was well oriented 
as to time, place, and person. His memory, both recent and remote, 
are objectively good but subjectively he reports them as being poorer 
than they were once. His concentration is good. He calculates correctly 
but slowly, and gives up before he gets through the test. He abstracts 
poorly although he performs the proverbs in an acceptable fashion. His 
retention is fair, being 6 digits forward and 5 backward. 


Insight. The patient has considerable insight into the fact that he is 
mentally ill and the reasons for it, although he is confused and bewil- 
dered by his own explanation. 

Summary. This is a very immature, histrionic, schizoid individual 
who has been ill for a long time, probably since his childhood days. He 
reveals very immature and perverse pathological psychosexual develop- 
ment. He is obsessed with the desire for prestige, wealth and a need to 
control his enviroument, but at the same time feels overwhelmed by 
this environment, unable to control it in even a normal fashion. He 
has tremendous needs for affection and feels a complete lack of it. He 
has always been a manipulator of his environment but recently senses 
his abilities along this line are failing because of his psychosis increasing 
his bewilderment and sense of futility and failure. In his heterosexual 
relationships he wishes to dominate and force the woman to submit 
following which he loses interest completely since she is then “no better 
than the other women I have known.” His present girl friend, having 
refused to submit to him, despite his most dramatic and demanding 
effort, becomes the “woman of my dreams.” Failure of his abilities to 
control the situation seems to be precipitating the psychotic break. 
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Psychiatric Impression. Schizophrenic reaction, mixed type, unclassi- 
fied, with depressive reaction. 


PsvcuraTRIC EvarvaTION. This examiner concurs with the diagnostic 
impression and recommended treatment by Doctor X. This case of 
schizophrenia, mixed, paranoid and catatonic in type, appears to have 
started in the patient’s early life. The patient had a period of obesity in 
childhood for which he received glandular shots and at present his phys- 
ical habitus is thin, asthenic, and underweight. He has no feelings 
towards his mother and presents evidence of alterations in behavior in 
that he is a chronic liar and has presented bad checks. The history now 
and in the past is replete with impulsivity and negativistic attitudes 
toward authority. He states that he has been sick “since birth.” There 
is a flavor in the history of omnipotence and primitive mystical thinking. 
There is a history of polymorphous perverse sexual practices. ‘The pres- 
ent illness as presented by the patient is more bizarre. He states that he 
“must never have friends because they will hurt you.” 

At this interview the patient is tense, depressed, on the verge of tears, 
and at other times, silly. He appears to be all but consumed by his 
hostility for his parents and the world. He presents disturbances in 
association, thought blocking and is on occasion, literal and concrete. 
He grimaces and when affect appears appropriate it is lacking in depth. 
He is manneristic and stereotyped. He is markedly ambivalent toward 
females and his emotional resonance with this examiner is poor. ‘The 
special preoccupations or secondary symptomatology have been well 
presented by Doctor X. The patient’s previously superior eidetic imagery 
has now merged into hallucinatory experiences. He is seclusive and 
withdrawn. It is the feeling of this examiner that this is a case of 
schizophrenia, mixed type. It is further felt that the prognosis is only 
moderately good because of the long duration of illness and the insuf- 
ficient reaction by the patient to his illness. 


Psychiatric Diagnosis. Schizophrenic reaction, mixed type, predom- 
inately paranoid and catatonic. 


PSYCHOLOGICAL EVALUATION. 
Referral. Differential diagnosis, character disorder and schizophrenia. 


Tests Administered. Rorschach; Draw-A-Person. 


Psychological Evaluation. This is an individual of superior intelli- 
gence who shows pronounced signs of decompensation into schizophrenia. 
Neurotic defenses do not work, and have apparently never worked for 
this man, so that with increased stress his reality testing fails quickly. 
He then proceeds to construct his own reality, which is more attractive. 
But, owing to the fact that he possibly has too much insight for his own 
psychological well-being, his self-punishing trends become even more 
pronounced, as do his feelings of guilt and of inferiority. The result, now 
being observed, is a massive depression and increased confusion, the 
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latter being a sign that the distinction between fantasy and fact has 
been lost. 

The tendency toward delusion is clear from the Rorschach, and the 
patient’s acting out must be interpreted in terms of the delusion pattern. 
It is unlike the acting out seen in cases of psychopathic personality, 
since marked anxiety and guilt are associated with it. The tests clearly 
indicate that the patient’s dynamics are those typically seen in paranoid 
schizophrenics. They further show that reality testing is moderately 
impaired but that, with some help, prognosis for remission is good. The 
patient has taken several Rorschachs before and himself pointed out 
that his responses this time “don’t seem as bad” as those he gave at 
—————, and that he is “not as sick this time.” He appears to have 
gained insight from his psychotherapy. He recognizes his fear that 
people are out to hurt him and tries to prevent that by hurting them 
first. But he wonders why he should have such feelings of inferiority, 
why he cannot accept himself. He feels he knows only “one-half of 
what is wrong” and has come to the hospital to find out the rest. 

The tests clearly show that what he suspects in himself, what he fears 
most, and what is sustaining his psychosis, is homosexual trends. Ap- 
parently a discussion of these was avoided in his earlier psychotherapy, 
so that his original fear still persists. It seems likely that it was height- 
ened through the unusual sexual relations he had with. his girl friend. 
(Many paranoids’ homosexual fears are exacerbated through masturba- 
tion and fellatio practices.) His underlying feminine identification, 
his basic fear of feminine sexuality and his mutilation fantasies regard- 
ing women are all elicited on the Rorschach. (The vaginal areas are 
guarded by threatening animals; women are seen without heads and 
with legs cut off.) The deep conflict regarding his mother (both phys- 
ical attraction and fearful hostility) is apparent from the test. His 
female Draw-a-Person is a voluptuous nude without head, hands or 
feet (see Figure 15-2). 

Psychotherapy will have to deal with the patient’s recognizing and 
accepting his polymorphous sexual needs, so that they lose their threat- 
ening and guiltladen aspect. Tension and self-punishment trends 
should be relieved in this fashion, and the patient will have less of a 
need to manipulate reality, i.e., the need for psychotic withdrawal will 
have been reduced. In retrospect, it seems possible that in his previous 
therapy the patient’s insight into the dynamics of his faulty superego 
defenses grew ahead of his understanding of his sexual conflicts. As his 
superego was strengthened, he became more guilty about his polymor- 
phic sexual needs and bolted from therapy rather than face them. He 
also may have misinterpreted the therapy situation as seductive, further 
aggravating the guilt reaction. To prevent a repetition of such a panic 
reaction to therapy, his sexual problem should be dealt with frankly and 
directly at the start of new therapy, and use of a female therapist will 
prevent a homosexual threat. Establishment of a good relationship 
with a female will also be therapeutic in light of the fact that his mur- 
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derous impulses are now directed at women. The patient’s inability to 
use color with full appropriateness in the Rorschach implies that he may 
have a rather marked narcissistic defect in his personality which may 
limit therapy goals. However, his use of shading is good, implying he 
can establish close relationships with at least a limited number of people. 


Summary and Recommendations. Twenty-four year old patient with 
history of previous hospitalization and psychotherapy, came into the 
hospital because of increasing confusion and estrange- 
ment from reality. He related repeated incidents of 
acting out, chronic lying. The test pattern is typically 
like that given by paranoid schizophrenics. Consider- ÉJ 
able guilt, anxiety and depression are evident, and the 
patient is unable to make use of neurotic defenses. He 
shows remarkably good insight into many aspects of 
his problem, although the underlying panic seems to 
involve fears related to homosexual trends. These 
apparently have not been dealt with in previous 
therapy and are probably responsible for his mounting 
estrangement from reality. Outlook for further psy- 
chotherapy is relatively good, although some schizo- 
phrenic defect in capacity for smooth social interaction 
may remain permanently. A female therapist might 
be able to circumvent some of the seductive and 
threatening aspects of therapy that appear to arise 
with male clinicians, 


ER 


Diagnostic Impression. Schizophrenia, paranoid 
type. 

Socrar. Service Report. The patient referred him- 
self to Social Service shortly after admission requesting 
that a Social Worker contact his wife and induce her Ficure 15-2. 
to come to visit him; the couple had been separated Patient’s produc- 
for some months and interlocutory divorce proceedings Hon i eU) 
are instigated. This was the first of a number of (21), 
similar requests by the patient. He maintained a 
fawning, pathetic, rather helpless attitude throughout his contacts with 
Social Service, continually attempting to maneuver us into doing things 
for him and performing services which would save him any uncomfort- 
able situations. Our repeated explanations that we help him to obtain 
services but could not do it for him had little effect and he continued 
with his many requests. The matter was discussed with the Ward 
Physician many times who agreed that the patient should be encouraged 
to handle his contacts in regard to personal problems. 

Patient was referred to Social Service after completion of treatment 
for help with Discharge Planning. Patient had a charge of passing bad 
checks outstanding against him and was quite worried about this, We 
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located a source of help in a local committee that agreed to work with 
him on the matter; however, the patient did not follow through with 
this but instead continued to return to Social Service wanting us to have 
them straighten the matter out for him rather than his making the 
contacts himself. Patient was without funds and we explained that we 
would help in providing emergency money for transportation for him to 
seek employment and contacted American Legion to obtain emergency 
financial assistance until he could receive a pay check from his job. 
Patient again resisted taking any initiative in obtaining any such help 
for himself and continually presented himself as “just being unable to 
face it.” He did go out on pass before discharge and obtained a job 
as a hair dresser. He was discharged from the Hospital MHB (maximum 
hospital benefit) on 12-30-52, given emergency sustenance until he 
could contact American Legion for help. However, after obtaining 
funds from American Legion and also receiving a pay check he spent 
the money to retrieve some luggage leaving himself again penniless. He 
returned to the hospital quite disturbed after having been discharged 
because they had discovered the criminal charges against him. Again 
he presented himself as wishing to be cared for and having everything 
straightened out for him. He went so far as to ask us to contact his 
mother and plead with her to give him money until he could get started. 
When we refused to do this, patient called his mother himself and asked 
her to call us. We explained the situation to her, however, learned 
later that she did give him the money that he asked for although he had 
subsequently obtained other funds from another source without telling 
her. Finally with the help of the Ward Physician, we made it clear 
that we could do no more at the hospital than help the patient to contact 
the proper sources for aid for himself. We sat down with patient before 
he left and went through the completed plan as to agencies that could 
help him with suggested action in order to straighten out the matter. 
We did not hear from him until several weeks after discharge. He 
reported he was making about $75.00 a week clear, and felt that things 
had straightened out satisfactorily. Case closed. 


Discussion: Overview. While the medical history does not reveal 
any physical disorders that play a part in the present illness of the 
patient, the history is such that one might suspect that his early life 
patterns were formed partly as a result of glandular dysfunction. The 
psychiatric history reveals sexual anomalies that may well have their 
roots in this aspect of the individual’s development. Although the 
psychiatric examination shows a problem area in the psychosexual sphere, 
the Rorschach and Draw-a-Person tests emphasize the deepseated and 
pronounced problems that exist. There is practically no disagreement 
between the psychological test data and the psychiatric picture. The 
Wechsler-Bellevue indicates that the intellectual level may be somewhat 
higher than the psychiatric report would indicate. The evaluation sum- 
maries with respect to dynamics are also quite similar and need not 


15] THE PSYCHOSES 419 


be repeated here. The Social Service report in this case is important 
since it shows rather clearly that the patient has not as yet reached an 
adjustment that does not preclude further problems. It shows how that 
service has participated in the follow-up activities with the patient in 
an attempt to make the transition from the hospital to a job as little 
threatening as possible. It also indicates that Social Service plays a vital 
role in aiding the adjustment, particularly with reference to the criminal 
charges that were hanging over the patient. ‘This case demonstrates in 
a rather concise fashion the cooperation that can be rendered by three 
distinct services. 


Summary 


"The need for an understanding of the symptoms characteristic of the 
various classes of mental disorders is of importance to the student of 
clinical psychology. Results from psychological testing are worthless 
except when a knowledge of test patterns and test profiles can be 
matched with a particular syndrome or group of symptoms. Since there 
is much overlapping of psychological symptoms both in the organic and 
functional disorders, the psychologist must have a reasonable working 
knowledge of the organic bases of the behavior disorders. Reliance 
must be placed on the physician for physical diagnosis, but the psychol- 
ogist who cannot recognize the ordinary organic signs will be at a 
distinct disadvantage. Indeed, he must be able readily to formulate 
hypotheses relative to problems in differential diagnosis and then by 
sound choice of techniques available—or through the research develop- 
ment of new ones—to check the accuracies of his observations and 
hunches. 

It is recognized that the developmental patterns of behavior are most 
significant for tracing the course of mental disorder, hence an evaluation 
of case histories plays an important part both in diagnosis and in therapy. 
We see the end result of a long history of behavior deviation culminat- 
ing in either a psychosis or a neurosis. It is necessary, therefore, to go 
back often to the factors that have occurred early in the developmental 
pattern if treatment is to be effective. The adjustment to life outside 
the hospital and the collation of information about outside stresses can 
be augmented by the judicious use of the social service worker. 
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Chapter 16 
PSYCHOPATHIC AND CRIMINAL BEHAVIOR 


By L. A. Pennincron, Pu.D, 


Is 1s safe to say that man's understanding of crime is today incomplete. 
The unassailable fact that crimes are committed by people leads directly 
to the frontiers of knowledge where theories of personality, not all of 
them broad enough to encompass the criminal population, abound. By 
and large, two groups of investigators presently show concern with the 
problem: the penologists and the clinicians. The former, ordinarily 
sociologists by training, are currently less prone to accept the constitu- 
tional and hereditarian biases of the early twentieth century. They, 
however, have approached the issue by applying research methods from 
the social sciences, where stress is placed upon group behavior. In their 
studies one often meets the hypothesis that posits criminal behavior to 
be the result of competing value systems arising from the disorganization 
present in social institutions and neighborhood areas (59). Cultural 
conflict is, summarily, the focal point. A second hypothesis comes from 
the clinicians, namely, prison psychiatrists, psychologists, and other 
interested persons. This “guess” posits that in each and every criminal 
act, psychogenic factors specific to the individual are either involved 
or responsible. These students, differing from the penologists in train- 
ing and frames of reference, have ordinarily studied those few prison 
inmates judged guilty by the courts of crimes * against persons. Their 
approach is largely descriptive, clinical, and idiographic. The sociolo- 
gists, on the other hand, have studied the many inmates judged guilty 
of crimes against property (43). Their approach is culturally oriented 
and nomothetic. 

Each group of specialists has upon occasion gone beyond its data 
in the formulation of all-inclusive explanations for antisocial behavior. 
Differences in professional backgrounds, research interests and methods, 
and in sampling procedures have provided areas for controversy. Vor 
example, the prison psychiatrist is critical of the overemphasis placed 


1 Crime is defined as an intentional act in violation of law. It is said to be 
committed without defense or excuse, and is punished by the state through its courts 
as a felony or as a misdemeanor. The terms “crime,” “criminal,” “delinquency,” 
and “delinquent” are therefore strictly legal and social concepts. They denote; they 
do not explain. They are often considered symptoms by the clinicians. 
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by the penologist upon norms of conduct within the inmate’s home 
community and of his lack of interest in conflicts present early in the 
family setting. The penologist is likewise critical of the psychiatrist's 
ambiguity when he endeavors to differentiate the habitual criminal 
from the nonhabitual on the grounds of “emotional instability,” “in- 
security feelings,” “psychopathic tendencies,” and other vagaries. He 
points out that the prison psychiatrist and indeed the psychologist have 
not been able predictively to select and segregate the “good” from the 
“bad” inmates on the basis of interview and psychodiagnostic tests alone 
(43). The penologist accordingly takes a dim view of the clinician’s 
assumption of a causal relationship between concrete criminal acts and 
abstract personality variables. He continues to stress the act, to study 
it in relation to the forces of cultural conflict which, in turn, are at 
times seasoned with constitutional spices. The clinician focuses upon 
the doer, upon his needs, his conflicts, and his strivings. These two 
approaches are only now slowly merging. 

In retrospect it is not surprising then to meet a twofold taxonomic 
system operative within the prison walls. The administrative penologist 
has ample need for a workable one the better to segregate and hence 
to maintain discipline as well as to reduce the number of escapes, riots, 
and other untoward events. The psychiatrist needs a handy system by 
virtue of tradition, a job that yearly requires a statistical tally of the 
numbers of variously diagnosed inmates, and because of his need wisely 
to choose those capable of profiting from rehabilitative measures. So it 
has come about that the penologist speaks of the habitual, accidental, 
and professional classes of criminals. The habitual are the recidivists, 
those who do not withstand temptation. The accidental are viewed as 
“normal” or situational in that they once reacted too soon and unwisely 
in a highly stressful situation. The professional criminals—those few 
who are apprehended—are by choice, training, experience, and skill 
engaging in crime just as another studies to become an expert accountant. 
‘These three classes are placed by some (43) on a continuum reflecting 
the interplay of cultural forces in the arousal of the antisocial act. At 
one extreme is the social criminal, who performs misdeeds for economic 
and other clearly discernible goals. The professional criminal who, by 
virtue of his strong emotional ties with antisocial elements in his cul- 
ture, embarks upon a career in crime is of this order. His behavior is 
approved and abetted by his group. At the other extreme is the individ- 
ualized criminal, whose conduct stems from undecipherable forces that 
no social group can accept, tolerate, or abet. The “insane criminal" is 
a case in point. Between these two extremes are found the accidental 
criminals whose felonies are considered as atypical responses to unusual 
stress. Society can "understand" their crimes and, in so doing, may 
take a strong stand in their behalf. The habitual, on the other hand, 
by virtue of his own weakness coupled with relatively minor environ- 
mental stress, repeatedly and in an individualized manner, misbehaves. 
Society may tolerate for a time only later to react strongly. Tt is in this 
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category that the law, criminology, and penology ordinarily place the 
psychopath. This classification? or one of its substitutes, tends to 
highlight the fact that criminal intent and capability of accepting re- 
sponsibility for one’s acts—"competence" before the law—are important 
variables that the lawyer, judge, and administrative penologist must 
consider in their respective positions. It follows that the psychologist 
assigned to a prison’s diagnostic center can expect to meet in each group 
of newcomers a number who are considered “normal” when culturally 
viewed. 

The second categorization is of course psychiatric and, in general, 
follows the nomenclature established by that professional group (see 
Table 15-1, page 398). The psychiatric examination, ordinarily accom- 
panied by psychodiagnostic evaluation, is oftentimes done initially by 
order of the court the better to decide upon such matters as intent and 
competence. Once adjudged guilty, the prisoners are then sent to 
prisons which vary in degree of security (minimal to maximal), reforma- 
tories, prison farms, or more specialized penal institutions, such as those 
for the “insane,” the feebleminded, the tubercular, the venereal, and the 
drug addicted, among other types. Later on in a given setting, these 
inmates are again clinically studied, "screened," segregated, and trans- 
ferred if necessary to other institutions more appropriate under new 
circumstances. Table 16-1 illustrates one effort to describe a prison 
population by recourse to psychiatric labels. The accompanying per- 
centages serve only to indicate incidence trends. 

"These sociological and psychiatric classification systems are only now 
slowly merging into a unitary approach. This is documented by the 
American Prison Association (68), which considers inmates as falling 
roughly into one of the following classes: (1) the situational, who are 
first offenders and who have adequate mental, physical, and social 
attributes; (2) the recidivists (habitual and professional), who are 
confirmed offenders with antisocial trends; (3) those "mentally abnor- 
mal to a marked degree"; and (4) the mentally and physically incom- 
petent, for whom the rehabilitative outlook is bleak. Both sociological 
and psychological data are therefore required in the operation of this 
classification system. A moment's reflection will suggest that, in prac- 
tice, the penologist is required to work primarily with the first two classes 
listed above, if for no other reason than by virtue of their numbers. ‘The 
clinician is prone to work more often with those individualized crim- 
inals who fall within the latter two groups. This divergence in daily 

2 Those interested in this aspect of the problem may wish to consult studies by 
the Gluecks (30, 31), Ohlin (50), Shaw (59), Taft (68), Vedder, Koenig, and Clark 
(71), among others. The psychiatric approach is portrayed by Abrahamsen (1), 
Alexander and Healy (4), Bromberg (12), Friedlander (27), Karpman (38), 
Thornton (71), and others. 

3 New inmates differ greatly in their reactions to confinement (11). Significant 
reactions include the following: anxiety and somatization reactions, strong guilt with 
ideas of reference, excited states, escape mechanisms as illustrated by malingering 
and the Ganser Syndrome, reactive depressions, and psychotic episodes. 
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routine helps to account for the differences in views, approaches, and 
opinions relative to the criminal, who now stands revealed as another 
stereotype which cannot be explained nor denoted by any single set of 
referents. 


TABLE 16-1. 


A MoprnN PrNrrENTIARY's "DracNosrIC Depot” VIEWED PSYCHIATRICALLY AND 
SociorocicALLY As Basep Upon Sratistics CoLLECTED Over A 12-Yrar PERIOD 
FROM THOSE INMATES STUDIED AND CLASSIFIED SHORTLY AFTER ADMISSION 


I. Psychiatric Classification Percentage 
1, With psychosis * 0.05 
2. Intellectually deficient (L.O. ordinarily under 79) 9.60 
3. Without psychosis or intellectual deficiency (normal) 88.00 
4. Psychopathic personalities 2.35 
IL. Sociological Classification Based on Criterion of Prognosis for 
Improvement 
l. Improvable 24.00 
2. Questionably improvable 39.00 
3. Doubtfully improvable 33.00 
4. Nonimprovable 4.00 


* Individuals found to be legally “insane” at time of trial are not sentenced to the 
penitentiary. (Courtesy of The Division of the Criminologist, Department of Public 
Safety, State of Illinois.) 


Inmates provide the psychologist with ample opportunity to structure 
and develop a largely unexplored area ripe for investigation by way of 
advanced and dynamically oriented psychometrics, treatment procedures, 
and research methods. Thus far, with notable exceptions, prison psy- 
chologists have too often been content to test and to prepare brief 
reports for the clinical folders pertaining to the inmates’ intelligence 
quotients obtained oftentimes from a brief group testing procedure. 
Prison administrators, however, are now ahead of the psychological 
technician. They are demanding the types of psychological evaluations 
described, for example, in Part II of this volume. In their quests they 
provide the trained psychologist with remarkable opportunities for prac- 
ticum (the service function with its multiple learnings) and for research. 
Actually, then, the duties of the prison psychologists can become those 
performed in the best hospitals and outpatient clinics. ‘The fact that they 
have not yet attained these levels is, in part, a responsibility of the psychol- 
ogist himself. It is adjudged pointless here to discuss each so-called 
syndrome as it is found in the prison setting; they differ little from those 
met on hospital wards, because society sends some of its antisocial per- 
sonalities to penitentiaries and others to clinical settings for treatment. 
Attention is now turned to those unusual individuals encountered in 
prisons (Table 16-1), society, and occasionally in hospitals, who are 
spoken of as "psychopaths." 


—————— —— ————M9—— a a a a 
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Psychopathy 


Eysenck (23) has commented that while man's knowledge of the 
behavior disorders is preclassificatory, the psychologist cannot disregard 
the clinical descriptions made by the field worker. These observations 
and their ramifications can provide hypotheses upon which to design 
experimental studies, the results of which may eventually serve as objec- 
tive bases for the establishment of a sound classificatory system. Such 
an approach is especially needed with the psychopath, where our study 
must currently be based largely upon clinical impression. Most psy- 
chologists are occasionally confronted with problems attendant upon 
adequate description and differential evaluation when the admission 
diagnosis reads “Psychopathy,” or any one of its substitutes (47, 48). 
"There are two broad reasons why this problem arises. First, there are 
those early trained diagnosticians who interpret the term “psychopathy” 
as equivalent to the entire class of behavior disorders per se. Second, the 
concept is oftentimes equated with the presence of antisocial conduct 
which by superficial appraisal—usually upon short interview—is judged 
to be devoid of psychotic, neurotic, or somatic bases. Because antisocial 
behavior is not limited by any prerogative of Nature's to the so-called 
psychopath and because the term is found in some guise in all systems 
of diagnostic nomenclature, the psychologist must assist in arriving at 
a differential diagnosis. If antisocial conduct is established in the social 
history, the clinician might well inquire as to the “what, when, and how” 
of it, and, if possible, to determine, at some level of confidence, from 
what sources the pattern stems. He may with his diagnostic instru- 
ments, his skill in interviewing, and in listening find that the so-called 
psychopath is, unpsychopath-like, psychotic. He may find that his case 
of conduct disorder is best understood on a conflictual basis and, hence, 
as a neurotic character. Or the patient may prove to be a habitual 
criminal with strong ties with an antisocial group. In other instances, 
the unseemly behavior is a sequel to brain damage. It is wise, then, 
early to question many diagnoses expressed in the loose verbiage which 
has through conceptual infiltration and reification made pseudo-logical 
a wastebasket category. Because the data presented at the diagnostic 
staff conference set the stage for treatment planning, inaccurate descrip- 
tion, evaluation, and diagnosis preclude adequate management. To 
include patients, rightly or wrongly, under the rubric of psychopathy is 
usually tantamount to the denial of treatment effort. 

It is the purpose here to set forth a selective review of recent clinical 
and the few experimental studies dealing with the nature of psychopathy 
as differentiated from the antisocial neurotic or neurotic character. By 
so doing, perhaps, blind spots can be indicated and suggestions offered 
whereby one gains information helpful in delimiting an overinclusive 
diagnostic entity. In this way the psychologist who upon occasion must 
check upon rival hypotheses can proceed to resolve the differential 
diagnostic riddle by other than trial-and-error means. 
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The Psychopath Viewed Behaviorally. It follows from the applica- 
tion of the methods of clinical observation and social history as well as 
from psychodiagnostic examination that there are men and women who 
cannot be described as neurotic or psychotic in the usual sense. Nor 
do these people suffer from organic brain damage. They are not men- 
tally defective. They are not physically inferior, nor, as a wit has said, 
PPPPT cases, i.e., poor protoplasm poorly put together. Some of them 
are predominately mesomorphic in somatotype (60). Indeed, they 
give upon superficial appraisal the suggestion of unusual physical, mental, 
and neurological health. They talk well—often with "charm"—and 
usually earn from average to high average ratings on tests of general intel- 
ligence. Rarely do they seek the clinic for help. And when they do, 
it is commonplace later to learn that they momentarily prefer it to the 
jail. With their superficially engaging conversations and wiles, they 
live well for the moment, with intermittent stops at Skid Row. The 
immediate gratification of the sudden impulse, without concern for the 
consequences, describes the life style. A fair number appear to come 
from average to better socioeconomic backgrounds. Others, by their 
social histories, have been reared in “tainted” families of such natures 
as to lead a few to conclude that the condition is genogenic (65). But 
all, regardless of their families, make failures of living, showing varying 
degrees of antisocial behavior, poor judgment, and little if any self- 
understanding. Defective in self-control, they are preyed upon by 
impulse and, when challenged for the ill-fated consequences of their 
acts, they become experts in the projection of blame upon members of 
their long-suffering families or upon society. Lies seemingly are pre- 
ferred to the truth. In feelings the psychopath has been tersely de- 
scribed (14) as hedonistic, callous, and immature. His thoughts as 
verbalized are replete with rationalizations and projective content; his 
acts are impulsive, aggressive, often defiant, as well as ego-aggrandizing. 
Cleckley (17), in addition, has described him as inconsistently unreli- 
able, shameless, and incapable of objectlove, therewith exhibiting an 
affective poverty accompanied by a casual experimental sexuality which 
is not considered homosexual. Sometimes aggressive, when frustrated, 
to the extent of injuring others, he is not suicidal. Devoid of vocational 
goals and heavily alcoholic of the “binge” type, the psychopath con- 
tributes his share to the nomadic and prison populations. These 
attributes, when coupled with those listed in Table 16-3, make it possible 
to arrive at a positive diagnosis of these personalities without recourse 
to a definition by exclusion (17, 36). 

While evidence is fragmentary and not too reliable, data from social 
histories suggest that as children the adult psychopaths were well known 
in their neighborhoods as “problem children.” In their early teens they 
were usually called “delinquents” and appeared often in juvenile courts 
and in child guidance centers. And in the later teens and early twenties 
they, in the eyes of the law, became “criminals,” having been by this 
time adjudged guilty of antisocial acts. It is incorrect to assume, how- 
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ever, that all problem children and all delinquents are potential psy- 
chopaths. By the same token, all criminals are certainly not psycho- 
paths. The percentage that each group contributes can only be 
estimated. Bender (6), for example, has stated that from 5 to 10 per 
cent of the problem children studied by her were of this type. The 
Gluecks (31) in their studies of delinquents state that, perhaps, 15 per 
cent fell within the category. Criminologists (Table 16-1), carefully 
using the concept, estimate that from 3 to 10 per cent of the prison 
populations are psychopathic. Two per cent of the first admissions to 
state psychiatric hospitals are so judged. "These estimates point up an 
important datum, namely, the incidence of psychopathy is far lower than 
many have assumed. This small group, even so, contributes heavily to 
the drain on the public's purse and to the misery imposed upon families 
and the community.* The following abbreviated case report of John 
is illustrative of this group, while the report on Clyde pictures a group 
typically but erroneously considered psychopathic. 


Tue CASE or JOHN 


Born to an unmarried circus acrobat while she was “on the road," he was 
at the age of ten days placed by her in a "private" orphanage where he re- 
mained for four or five months. There followed a series of placements in 
marginal foster homes for the next two years, with frequent returns to the 
orphanage. When "about three," the child was taken by the maternal 
grandmother, who worked seven days each weck as a waitress in a restaurant 
of questionable repute, it was reported. The mother continued her circus 
life, with only rare visits to her family. The child, unattended during the 
day, was under the supervision of “whatever neighbor happened to see what 
was going on.” The mother took the child, aged five, with her into her 
third marriage. Informants agreed that constant bickering between mother 
and husband accompanied by “kicks and kisses doled out to John" character- 
ized the situation. ‘The mother, shortly separated from her husband, moved 
from city to city. The child completed the eighth grade meanwhile after 
attending nine different school systems. Indifferent to all people, incor- 
rigible from the earliest years, known to many social agencies and juvenile 


* Interestingly enough, observation indicates that toward middle age the psycho- 
path "settles down." At any rate, there are fewer of them. Several hypotheses 
have been suggested. Many will have been arrested and will be serving “time.” 
Others will have met fatal accidents and illness-caused deaths contingent upon their 
adventuresome styles of life. Others, perhaps shaken by the pace of the early years, 
settle down in degree and become known to the shifting scene as alcoholics and 
migrant workers. Some consider decline in libidinal urge a factor. Then, too, others 
admitted to psychiatric hospitals may now be given the diagnosis of "chronic alco- 
holism," for example. Indeed, some may do what the youthful psychopath glibly 
mentions as his "goal" for the later years—“I want to settle down on a chicken 
ranch." The criminologist, however, tells us that even within the prison commu- 
nity the psychopath "burns out" and ceases to be a trouble-maker. It is entirely 
possible that the psychopath in prison settles down because he must. As one, aged 
36, recently said, “I got tired of banging my head against the walls, They always 
won,” Evidence is needed to clarify these piecemeal observations. 
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court officials in a dozen or more cities, John did as he pleased, still does, 
even though in the past six years he has been jailed at least ten times on 
charges of vagrancy, attempted assault, and thievery. Upon release from 
prison farms and jails he is at once committed by his mother, now married 
to her seventh husband, to state psychiatric hospitals, from which John 
promptly escapes, only to be imprisoned for another series of antisocial acts. 
In appearance John is alert, prepossessing, likened by one observer to a “bank 
teller,” seemingly compliant until frustrated. He then responds with im- 
mediate aggression and empty threats. Demanding in manner and word 
he appears an emotionally labile, healthy infant. Records from six different 
psychiatric hospitals report six diagnoses all reading “psychopathic person- 
ality.” Selected psychological test findings indicated one of superior verbal 
intelligence with spotty performances on subtests requiring the manipulation 
of concepts and other symbols. Reactions to the word association test items 
were rapid, and, upon retesting, largely identical in content. Stories on the 
TAT were superficial descriptions of the cards. The Rorschach protocol, 
limited to eight responses, consisted entirely of inanimate objects (“sticks 
and stones”). Psychological examining was continued three weeks later, 
during which interval the patient was initiated into psychotherapy. Results 
from certain of these tests are reported in a later section of this chapter. 


Tue Case or CLYDE 


Equivalent in age, education, and 1.0. to John, Clyde was reared in one 
house by both parents until he “left home" at 16. The father, an electrician, 
was a “hard worker—to keep his wife in clothes so she could advance socially 
and join the Country Club,” it was reported by a tart informant. Clyde 
was ever his mother’s favorite, while Susan, two years older, was the 
father’s child. The mother, embittered by her husband’s inability to earn 
more and more money and by his “uncouth manners,” turned more and 
more to her handsome son as the one who would some day rescue her from 
her “humdrum” life. The father, reacting in his own way, became alcoholic 
until he, when Clyde was 16, lost his job. An aunt reported that Clyde “got 
anything he wanted by yelling for his mother, and Susan had her own way 
by asking her dad.” Clyde, “well-behaved and with the nicest manners,” 
athletic, and sought after by his peers during grade and high school, was no 
longer able to connive to gain spending money from his mother when his 
father “retired,” in their manner of speaking. All had to go to work to 
make both ends meet. Clyde then ran away. He held a long series of 
"temporary" jobs in various cities between his home in the east and the west 
coast, returning periodically to “disgrace us all." This included going drunk 
to church and disrupting the services as well as undressing at the Country 
Club's Christmas formal dance. Numerous small checks written on the 
feared father's now nonexistent bank account led repeatedly to a series of 
imprisonments, where the diagnostic evaluations were always that of “psycho- 
pathic personality." After serving 30 months of a three-year sentence and 
after three divorces, Clyde was placed on parole, then committed by his 
mother, after having made certain by a personal visit that he "won't be 
locked up or hurt in any way," to a psychiatric hospital where detailed social 
history, psychiatric examinations, psychological, and therapeutic interviews 
indicated the existence of strong guilt reactions, the presence of recurrent 
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and mounting tensions culminating in antisocial, impulsive acts for which 
he in the past had been imprisoned only to be “appointed a trusty,” thereby 
(proudly stated) "always making a fine record.” Parole was threatened by 
Clyde’s theft of “my best friend’s” electric guitar, which a day later was 
returned in person to the police station by a penitent Clyde. Revenge 
motivations directed toward the father and a competitively possessive at- 
tachment for the mother combined to produce a personality laden with guilt, 
masochistic trends, Oedipal conflicts, and free-floating anxiety. 


This overview of those customarily designated as psychopathic per- 
sonalities suggests a uniformity that is only superficial. It is indeed true 
that both John and Clyde were repeatedly so diagnosed. But it is note- 
worthy that their histories were highly dissimilar. So, too, were their 
performances on selected psychological tests. Clyde, unlike John, 
shortly was able to participate fairly readily in his treatment sessions. 
These indicators document the current trend toward the recognition of 
two distinct groups which, as we shall later see, John and Clyde sym- 
bolize. 


Psychopathy: Current Views. Dogma abounds in the absence of 
facts; numerous viewpoints are met relative to the causes of psychopathy. 
There are those, chiefly influenced by the German school of psychiatry, 
such as the views expressed by Kraepelin and more recently by Schneider 
(58), who stress the role of constitution and hence indirectly imply 
heredity. Because from 40 to 60 per cent of those studied appear to 
come from “neuropathic” family backgrounds, they feel that the con- 
stitutional factor is significant. While it is possible, even likely, that 
temperament variables, along with rapid rates of physical and mental 
development, may predispose certain infants under given environmental 
conditions toward psychopathy, it does not necessarily follow that field 
studies which tally the numbers of “odd” relatives are providing the 
evidence needed to establish the role of constitution or of heredity. At 
present, then, the mechanics, if any, of specific inheritance cannot be 
stated. 

Sometimes linked with this approach are those studies purporting 
to investigate the role of developmental anomalies, early diseases, and 
injuries involving the central nervous system. Evidence in support of 
this hypothesis rests primarily upon the high incidences of abnormal 
tracings in the electroencephalograms. The psychopath is said by some 
to show abnormalities, either unusually slow or rapid resting waves, 
sometimes with spikes consequent to hyperventilation tests, in from 50 
to 85 per cent of the cases studied (40, 62). Simon and others (64), 
however, in a study of 96 male psychopaths, carefully screened for the 
exclusion of those with neurological and physical anomalies and well 
selected on the basis of social histories and clinical evaluations, report 
that only 28 per cent of their group showed the deviant patterns. Of 
the “worst” psychopaths in the group, 25 in number, only five showed 
abnormal tracings. In noting that their findings are in disagreement 
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with earlier studies, they state that clinical criteria are now available 
(and as used by them) by which to screen out those antisocial personali- 
ties whose histories are complicated by organic anomalies. Levy and 
Kennard (42) in a study of 100 prison inmates chosen on the basis of 
three patterns on the MMPI (Pd deviation, normal, and abnormalities 
other than Pd, see page 168) report that 50 per cent of those with high 
alpha indices also showed high scores on the Pd scale. They say that 
if further study confirms these trends, it may be possible soon to distin- 
guish two classes of criminals. The first group would be comprised of 
those with high Pd peaks and normal EEG records, with much pure 
alpha activity. These would be clinically classed as psychopaths and 
would require maximal custodial care. The second group would be 
composed of those with normal or neurotic MMPI profiles, along with 
a high incidence of abnormal waves. These should be considered as 
suitable for psychotherapy directed toward specific underlying psycho- 
pathology. The Pd score earned by John was 80; his wave tracings were 
normal, The Pd score for Clyde was 80; his tracings were abnormal. 

These data support the clinical observation that the so-called psycho- 
pathic label is too generously applied at times. It is thus of little value 
presently to speak of “cortical immaturity” (40) as the explanation for 
the psychopath’s antisocial bahavior. One can conclude that the pres- 
ence of defective cortical rhythms is not the sine qua non of the condi- 
tion. This does not contradict the fact that those who as children 
survived bouts of meningitis, encephalitis, or other diseases and injuries 
to the brain may well exhibit defective rhythms and psychopathoid 
behavior. On this point, it has been suggested (63) that psychopathic 
behavior may stem from a group of interrelating factors that can act in 
isolation. These could include undetected and long-forgotten brain 
illnesses and injuries as well as unstudied and unrecognized psychogenic 
factors early operative in the life history. Thus, while organic brain 
pathology cannot today be assumed the sole causal factor, the clinician 
is required to be alert to the possibility of finding evidence for its opera- 
tion in some whose histories reflect antisocial conduct The electro- 
encephalogram in certain instances may prove helpful without, however, 
necessarily providing conclusive evidence. 

A second interpretative approach is that developed by Karpman (36, 
37, 39). He holds that the rubric has been misapplied in 80 to 85 per 
cent of those antisocial personalities who, after incomplete study, have 
been dubbed “psychopaths.” These secondary psychopaths, as he terms 
them, after careful diagnostic evaluation, belong to other nosologic 
classes for which treatment may be available. Thus, the schizoid, the 
cycloid, the antisocial neurotic, the psychotic who “acts out,” and the 

5 Cohn (18) reports for every psychopath with defective rhythms he can find 


another with normal tracings. He considers it feasible that the former may have 
suffered head injuries consequent to their psychopathic styles of life, hence the 


deviant recordings. 
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brain damaged are excluded. They only act like psychopaths. The 
remaining 15 to 20 per cent are considered pure, idiopathic, true, or 
primary. In the secondary varieties Karpman has always found psycho- 
genic forces (i.e., personality dynamics) operative; in the primary group, 
none. For the latter he has suggested the term anethopathy to avoid 
the differences in meaning that the term psychopathy has for different 
workers. His approach has merit inasmuch as it does remove from 
consideration many who do not belong. It has merit in that it calls 
attention to motivational forces resulting in alloplastic behavior. It 
narrows and delimits the field. But the approach does not account for 
the anethopaths. And Karpman's later subdivision of them into aggres- 
sive predatory, and passive parasitic needs clarification. John, it is con- 
tended here, fits the description offered by Karpman for the anethopath. 

A third view is presented by Cleckley (17), who assumes that the 
basic difficulty is a disorder in semantics. He stresses the operation of 
unspecified psychogenic factors resulting in semantic defect which, in 
turn, he labels a regressive adjustment technique. This implies that 
the psychopath has at one time not been psychopathic, that an un- 
specified series of events has occurred, with the result that the thoughts, 
feelings, and actions—although maintaining a mask-like resemblance to 
normality—are isolated, thereby requiring the patient to come to terms 
societally by the development of a decremental adjustment process 
designated as semantic deficit. Cleckley considers these personalities 
as psychotic and recommends the development of research centers de- 
voted to their study. In evaluation one notes that he has called attention 
to another of the outstanding attributes of the group, namely, their 
affective poverty. But can one find in their histories clear evidence for 
normative behavior followed by this regressive mechanism? Clinical 
observation indicates quite the contrary. ‘The psychopath has from the 
earliest years been atypical in behavior. 

A fourth view is presented primarily by students of group behavior 
(34). They emphasize the part played by culture in the development of 
attitudes which preclude the acquisition by the psychopath of adequate 
techniques in role-playing. Descriptively, no objection can be raised 
to such an emphasis, for it does call attention to society’s educational 
failures and does correct the notion that the psychopath is an expert in 
shifting roles to gain his own ends. He is an expert actor only to those 
lacking in perspicacity. Evidence suggests that his so-called role-playing 
is momentary, superficial, emotionally empty—a characterization which 
bespeaks a marked inflexibility or rigidity in personality (51). 

A fifth view is that provided early by Freud (26) and somewhat later 
by Reich (52) and Franz Alexander (3). Freud, interested in the 
autoplastic disorders now designated as the psychoneuroses, noted that 
in certain seemingly neurotic patients the usual symptoms were less 
perceptible. They appeared to act out their conflicts (the alloplastic or 
modern character disorders) in one or more of the following avenues: 
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by demanding that they be treated as exceptions; by breaking down 
consequent to success even to the point of creating situations conducive 
to failure; and by antisocial acts committed out of unconscious guilt. 
Reich preferred to call these the impulse-ridden characters. Alexander 
first used in 1923 the designation of neurotic character to denote them. 
According to him the “acting out” individual suggests in action and 
shows by psychoanalytic study the presence, as in the true neurotic, of 
regression and repression. Distorted psychological development during 
the early years with subsequent defective development of, and defective 
relationships between, the ego and the superego are held responsible 
for the release of primitive impulses, themselves signposts indicative of 
the nature of repressed conflicts. The neurotic character has a means 
through activity of gaining temporary gratification just as the auto- 
plastic neurotic gratifies by the development of symptoms. It is held 
that the self-defeating component is indispensable for the gratification 
of the neurotic character's impulses, as is suffering to the neurotic. The 
former succeeds in “actualizing his world of fantasy despite the fact that 
by so doing he brings disaster upon himself.” This statement clearly 
stresses the operation of motivational factors. Here, then, is a group of 
people who by virtue of their unconscious motivations act out their 
conflicts, thereby ensuring punishment by imprisonment and other 
means. Alexander emphasizes that these are not habitual criminals who 
by introjection have identified with the undesirable aspects of parental 
figures or ego-ideals. The neurotic character, by virtue of his early life, 
is defective in his capacities to relate to parental figures, with the result 
that he never learns strongly to identify himself with others. Parenthet- 
ically, the case of Clyde is illustrative. 

Summarily, then, there are several viewpoints pertaining to the 
psychopathic personality as first so designated by Koch (41) in 1888. 
Because certain constitutional factors (ie, temperament) may play 
predisposing roles, they must be retained until repudiated or established 
by additional evidence. Superposed upon such a substratum, however, 
one can today find evidence to support the conclusion that defective 
rearing, unusually severe in degree and occurring very early in life, can 
be held in large part responsible for the froward behavior of the psycho- 
path and the neurotic character, who are considered one and the same 
by some. Cleckley, however, states that only some of his psychopaths 
are similar to those described by Alexander (3). Karpman maintains 
that they are antisocial neurotics whose misconduct is on a conflictual 
and psychogenic basis. ‘The true psychopath is entirely different. Cur- 
rently, the clinician is left with two dissimilar groups when each is viewed 
more penetratingly. 

Observers have often overgeneralized by applying their findings to 
both groups. This difficulty, turning upon the integration of rival ob- 
servations themselves couched in terms from different frames of refer- 
ence, can be reduced, if the psychopath is placed relatively low on a 
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personality dimension tersely designated as ego-development. The anti- 
social neurotic can be assumed to occupy a range further along the 
continuum in the direction of the psychoneurotic. The two groups, 
superficially similar, are thus placed in a perspective which may permit 
quantification and discussion of their differences in relation to principles 
of ego and superego development. That admixtures of both can appear 
in a given case subsequent to the combination of factors early influencing 
the acquisition of self-awareness in relation to societal demands is sup- 
ported by clinical observation. Such a continuum, too, avoids the 
“either-or” defect in taxonomy. And placement thereon can be achieved 
to a rough approximation by the measurement of ego and superego 
strengths, anxiety, and tension as illustrated in Figure 16-1. One is re- 
minded in this connection of Eysenck's (23) recent dimensional studies 
in which he indicates that the psychopath differs from the autoplastic 
neurotic and appears more similar to the psychotic. Reference to Figure 
16-1 indicates that the psychoneurotic is high on tension, anxiety, guilt, 
conflict, and repression. "The psychopath, on the contrary, is low, or 
thought by some (37) to be completely lacking in these characteristics. 


Autoplastic Neurotic Neurotic Psychopath 
Character (Anethopath) 
High Anxiety Conflict Guilt Low 


Repression Superego Tension 


Ficunm 16-1. Hypothesized covariation of nosological groups and symptom 
formation. 


The neurotic character, according to available data, falls between the 
two. Thus, when Alexander (3) describes the antisocial as manifesting 
unconscious guilt, conflict, and repression, he is not necessarily at vari- 
ance with Cleckley (17) and Karpman (37), who deny the presence 
of these attributes in those they consider psychopathic. ‘The former 
is merely describing those higher on the continuum. It is believed that 
the chief reason for the vast array of disagreement in the clinical liter- 
ature on this subject comes at least in part from the fact that different 
observers have described “psychopaths” who belong at different points 
on the continuum and who represent different stages in personality 
development. ; 

The measurement of pertinent variables subsumed in the present in- 
terpretation has been achieved in part by the administration of the 
Cattell (16) Sixteen Personality Factor Questionnaire, among others. 
A prison population consisting of 30 extreme psychopaths, 30 antisocial 
neurotics, and 30 "normal" criminals, coupled with data already avail- 
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able for autoplastic neurotics and several hundred normal adults, have 
been studied by Pennington and Fairweather.* The data thus far sug- 
gest that one can describe the criminal psychopath as aloof, solitary, 
weak in character integration, weak in ego and superego functions, 
unsophisticated and crude, relatively free from anxiety and tension, 
attention seeking, demanding, and expressive (low scores are earned on 
factors A, C, G, O, N, and O4, while high scores recur on scales E and 
F (see Table 6-2, p. 175, for the scales which comprise this test). The 
correspondence between the test profile and clinical observation is fairly 
close, as illustrated in Figure 16-2, where John's profile (A) is reproduced. 
Surprising to some is the fact that the psychopath scores low on the 
"sophistication scale" (Factor N). One explanation may rest upon the 
tendency to confuse the psychopath with the antisocial neurotic, who 
does indeed score high on N, as shown by Clyde's profile (B) in 
Figure 162. 

The standard scores earned on the Cattell Questionnaire by the anti- 
social neurotic differ from the normal, the autoplastic neurotic, and the 
criminal psychopath in several ways. These individuals are high on the 
scale denoting “general neuroticism,” average in superego function, high 
in anxiety, tension, and “sophistication.” Psychoneurotics, on the 
other hand, are desurgent, anxious, tense, submissive, unsophisticated, 
with fair character integration. These comparisons suggest that the 
neurotic character in test performance is more simliar to the autoplastic 
neurotic than he is to the extreme psychopath, with whom he has long 
been confused. If we consider only three scales (A, C, and G, or 
schizothymia-cyclothymia, ego strength, and superego function), the 
criminal psychopaths were significantly different at the one per cent 
level of confidence from the neurotic character and the normal prisoners 
on scales A and G. The groups, however, did not differ significantly 
from one another on Scale C, although all differed at the one per cent 
level from Cattell’s normal population (16). On the Taylor Anxiety 
Scale,’ using the aforementioned criminal groups, the lie scores did not 
differentiate them. The differences between the means on the test 


* The psychopaths in this sample were rigidly selected and correspond, it is held, 
to the group described by Karpman (36, 37). They came from the 5 per cent of 
the penitentiary's population carrying this diagnosis. Each had been so diagnosed 
from three to eight times in their careers at different institutions. The sample in- 
cluded those who did not "'volunteer"—a requisite according to Karpman. Coopera- 
tion, once the “gimmick” was explained away, was adequate by virtue of a reward 
that had high value in an elaborate barter system. 

Low scores on the ego scale (C) characteristically obtain when the test is given 
after therapeutic interviews have been initiated and after the patient is, by clinical 
impression, manageable (Pennington). When the scale is given first, in an imper- 
sonal group-testing situation, the psychopath scores high on ego function and hence, 
it is held, illustrates the ego-aggrandizing attribute so characteristic of him (Fair- 
weather). 


6 See Janet Taylor, A personality scale of manifest anxiety, J. abnorm. soc. Psychol., 
1953, 48, 285-290. 
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items per se were significant, however, at the 2 per cent level for all 
three groups. The psychopaths, all of them, earned extremely low scores 
on this scale. They thus appeared, as a group, aloof, calm, relaxed, 
demanding, crude (unsophisticated), and deficient in character inte- 
gration (superego). They differed clinically and psychometrically from 
all others participating in these studies. 
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Ficure 16-2. Profiles of three patients on the Cattell Sixteen Personality Factor 
Questionnaire (see Table 6-2, page 175, for the list of factors). Profile A is of John, 
the psychopath. Profile B is Clyde’s, the neurotic character. Profile C is that of an 
extremely anxious autoplastic neurotic. (Profile chart reprinted with permission 
granted by author and publisher, Champaign, Illinois: Institute of Personality and 
Ability Testing, 1953.) (See Figure 6-2, page 173. This depicts John's performance 
on the Allport-Vernon-Lindzey Study of Values.) 


Selected Studies 


Within the last decade several investigations have been reported 
which relate to this discussion; these fall into three categories. First, 
certain workers have investigated the life histories of delinquent adoles- 
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cents who have become the concem of the courts and the behavior 
clinic (8). Second, there are observations based upon infants and chil- 
dren reared in institutions, foster homes, orphanages, and penal set- 
tings (25, 28, 53). And, third, there are a few studies which approach 
the adult psychopath by way of experimental psychology whereby the 
areas of learning, emotion, motivation, memory, and perception are ex- 
plored. This section clearly illustrates the paucity of and hence the need 
for research studies of this type. Each of these three classes is con- 


sidered below. 


Social Histories. John Bowlby (9) at London's famed Tavistock 
Clinic chose for his subjects 44 delinquents referred because of persistent 
thievery. They were matched with those in a second group of 44 re- 
ferred for other reasons. He reports that possibly 14 and clearly 12 of 
the former group were psychologically quite different from all others in 
both groups. These 12 showed no affection and warmth. Relatives 
described them during infancy as unmoved either by kindness or pun- 
ishment. They stole, they were truant; they lied in glib and brazen 
fashions. A surface geniality was apparent, but they remained aloof 
and unresponsive to peers. Bowlby points out that when this similarity 
is linked with the remarkably similar and distinctive family histories— 
all showing prolonged separation from their mothers—one notes not 
only a syndrome but also the specific distortions that an unfortunate 
environment can have upon personality development. 

Designating these children as affectionless characters,’ Bowlby refuses 
to account for their acts on the grounds of neuropathic history inasmuch 
as the rate of mental disorder was lower in their families than in all 
the others studied. He concludes that a broken home, especially if 
accompanied by early separation from the mother, is highly significant 
when it occurs while the infant is forming ties with objects. Next, 
Bender (6) analyzes the emotional difficulties of over “5,000 pre- 
adolescent children” admitted for observation (1935-1944) to the 
children’s ward at Bellevue Hospital, New York City. She reports that 
from 5 to 10 per cent comprised what she called the “psychopathic 
behavior disorders.” Careful study of this group led her to conclude 
that the major difficulty stemmed from their inabilities to form rela- 
tionships and to identify with others, with subsequent defects in concept 
formation, and, hence, in social and emotional development. It is held 
that the developmental processes became fixated at the earliest stage 
because there were few if any satisfactions derived from experiences. Be- 
cause there were no conflicts, there was no anxiety. The ego remained 
defective and the superego did not appear. She judged the first year 
of life the most vulnerable, although prolonged breaks in affective and 
object relations between the ages of two and four did, if severe, result 


1 These are likened by Bowlby to Reich's impulse-ridden characters. It is of inter- 
est here to note that Burt (13) has reported the factor of mother-separation present 
in only one per cent of normal children studied by him. 
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in a social agnosia rather than in autoplastic neurotic symptoms. It was 
observed, too, that these children learned slowly to talk and were de- 
fective in telling time. Such children, when beset by frustration trig- 
gered by their rigid adherence to momentary perceptual patterns, could 
do little more than imitate the actions and verbal expressions of those 
about them. These observations suggest that the pseudo-affectivity of 
the adult psychopath, his rigid efforts to play a series of roles, his obvious 
difficulties with concepts, may all stem from a cluster of factors desig- 
nated as the lack of opportunity to learn to introject and to relate to 
others. These data are supported in degree by those reported by 
Donnell and Glick (20) from their analysis of background factors in 100 
cases of unwed mothers, where they found that more than half, coming 
from homes early broken by the death or desertion of the fathers, were 
suffering from character disorders. 


Studies of Infants and Children. Several students in this country 
and in Europe have reported observations relative to the behavior pat- 
terns of infants and children reared under conditions of extreme emo- 
tional deprivation. Bender, for example, described the reactions of 
250 such children under six years of age and noted that the “psychopathic” 
children failed to develop a play pattern, were hyperactive, distractible 
with short attention span, and responded strongly with aggression upon 
slight frustration. The retardation shown by this subgroup on the 
Standford Revision was believed a sequel to the defect in the identifica- 
tion process. Lowrey (46) studied 28 infants in an institutional setting 
and reported that those living under conditions of social and emotional 
isolation showed clear evidence of “unsocial behavior,” aggression, and 
an inability to give and take affection as well as to comprehend and 
accept any physical or social limitation on their behavior. Spitz (66) 
and his co-workers have been primarily concerned with the effects of 
hospitalism upon the psychological and physical developments of infants 
under one year of age. These studies have included prolonged periods 
of observation, the administration of psychological tests, and a careful 
study of environment factors. Infants were studied in a series of dif- 
ferent situations, including (1) intact professional homes, (2) a penal 
institution where the mothers reared their children under supervision for 
the first year, (3) a European foundling home where infants from birth 
were reared under the control of changing shifts of nurses, one each 
assigned to 10 or more infants, and (4) families residing in an isolated 
fishing village. In one study (66), observations were made on three 
selected autoerotic acts: genital play, rocking, and fecal play as exhibited 
by a total of 170 infants in the first three of these environmental settings. 
They conclude that autoerotic activity is covariant with the pattern of 
emotional relations between mother and child, inasmuch as in their 
absence these activities are almost nil (i.e.,¢the foundling home). Rock- 
ing behavior (see page 233) was most prevalent among those children 
where the tie with the mother was neither completely absent nor well- 
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balanced. Of 20 such instances, 17 of the mothers were studied in 
detail by tests, interviews, and social histories. All were found to be 
emotionally immature and labile with resulting high incidences of 
violent, unpredictable emotional outbursts vented upon the children. 
The infants, under one year, responded somewhat in kind, showed 
excessive rocking, and a characteristic profile on the Hetzer-Wolf (66) 
Babytests where social adaptation (S) and manipulative performance 
(M) were both notably retarded.* Spitz and Wolf (66) conclude that 
these two scales measure the infant's ways of dealing with his environ- 
ment. The M-sector indicates how the child handles and masters toys, 
tools, and other objects. On the S-sector a measure is obtained which 
quantifies the infant's relationships with libidinal objects. Unable to 
form stable object relationships, the children rocked by the hour. Spitz, 
interpretatively, considers this pattern the outlet for the primary narcis- 
sistic drive. The mother, so labile that object relationships could not 
be formed with any degree of stability in time and space, aroused in a 
sense the rocking behavior—a symptom of arrest in object relationships 
whereupon the whole body, as opposed to its parts, was erotically stimu- 
lated. When the mother-child relationship changed after long intervals 
of consistent handling, fecal play with part-objects emerges. When ties 
are normal, genital play appears. Thus, while Bowlby stresses emo- 
tional deprivation via mother separation, Spitz accents the role of 
emotional lability. Roudinesco and her students (54), working with 
foundlings in French orphanages, have recently shown that age at sep- 
aration, the length of the interval the number of changes in foster 
homes, and the quality of the substitute mothering are among the most 
important variables. ‘They note the factor of individual differences in 
the reactions of children of the same age and stress the need for improved 
research designed to decipher the relative roles of the factors involved. 
In a number of follow-up studies Goldfarb (32, 33) has demonstrated 
the effects on adolescence of affective deprivation in infancy. 


Experimental Studies. These aim to test the accuracies of selected 
clinical observations repeatedly reported in textbooks. Fairweather (24), 
working with the criminal population described earlier, required each 
subject to learn in 25 trials under one of three conditions a list of ten 
nonsense syllables. In the first situation, all subjects were unrewarded. 
In the second, each was told at the outset that he would (and did) 
receive two packages of cigarettes at the end of the session. The third 
was told at the start that they would receive the cigarettes “if they did 
as well as the others did yesterday." Figure 16-3 portrays one finding. 
Data in Table 16-2 show that the extreme psychopath learned best when 
reward was uncertain. Here, he reached the performance level achieved 
by the normal prisoner without incentive. The dictum that the “psy- 

5 These tests, yielding development quotients, are composed of six scales desig- 


nated briefly as: body mastery, social adaptation, memory, imitation, manipulation, 
and intelligence, As a group they comprise the Hetzer-Wolf Babytests. 
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normal criminals 


antisocial neurotic 


"criminal psychopath" 


5 10 15 20 25 Trials 
Ficure 16-3. The mean number of correct anticipations of nonsense syllables 


on every fifth trial by “normal criminals,” antisocial neurotic, and psychopathic 
subjects. (Courtesy of G. W. Fairweather.) 


chopath does not learn from experience” thus requires qualification 
couched in terms of motivating conditions. Sherman (61), working in 
the area of memory and involving the recall of previously learned mean- 
ingful and nonsense materials, reports the significant superiority, follow- 
ing interpolated learning, in retention of both types of material by the 
psychopath as contrasted with normal prisoners and with hospitalized 
neurotic patients. These data support the clinical observation that the 
psychopath’s remote memory is indeed good; recent events interfere 


TABLE 16-2. 
MEAN NUMBER OF CORRECT ANTICIPATIONS OF NONSENSE SYLLABLES ON THE 5TH, 
10ru, 15ru, 20rH, AND 25TH TRIALS BY CRIMINAL PsvcHorATHs UNDER CONDI- 
tions or No Incentive, Incentive, ann Uncertainty 


Superiority of the third condition is indicated after the use of Fisher's t test 
which showed the difference between the means of the last two groups significant at 
the 5 per cent level of confidence.* 


Trials 
Group 
5 10 15 20 25 
No incentive 6 14 19 2:7 ABA 
Incentive T 1.8 2.6 3.9 42 
Uncertainty 1.8 2.7 3.3 4.3 6.4 


* Courtesy of G. W. Fairweather. 
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little with his recall of the past. Glaudin (29) presented by tachisto- 
scopic means a series of neutral, id, and superego fiveetter, nonvulgar 
words all of equal frequency in current usage. He reports that these 18 
words, six in each class, were recognized significantly more rapidly by the 


TABLE 16-3. 


SELECTED CHARACTERISTICS ON WHICH THE PURE PSYCHOPATH AND THE ANTISOCIAL 
NEUROTIC PEncEPTIBLY DIFFER IN CLINICAL EXPERIENCE * 


Tue PSYCHOPATH 


Tue ANTISOCIAL NEUROTIC 


1, Severe affective deprivation in the 1, Overindulgence more common; dep- 
very early years rivation factor less severe 
2. Social histories show grandmothers 2. Far less often noted 
often serving as mother surrogates 
3. "Bad" from earliest years 3. Onset of antisocial conduct usually 
in "teens 
4. Trouble-maker in prison 4. “Trusty”; “good records” 
5. Social isolate 5. Less noted in degree 
6. Crime often minor 6. Crime more serious 
7. Weak sex drive 7. Average to strong sex drive 
8. Appear calm, relaxed, unconcerned 8. Tense, anxious, remorseful upon oc- 
casion 
9. No insight verbalized 9. Insight superficial, but verbalized in 
degree 
10. Tenuous emotional ties with people 10. Occasional strong ties, often with 
and objects "wrong" objects and persons 
11. Psychological deficit on tests involv- 11. None 
ing symbol manipulation 
12. Below-average score in mechanical 12. Often earn high scores 
aptitudes 
13. Rarely athletic 13. Usually athletic 
14. “Time” has little meaning 14. Time meaningful, but flaunted 


Dynamics suggested by superficial 
view of acts 
Memory blanks apparent 


15. Behavior appears unmotivated, bi- 15. 
zarre 
16. Remote memory excellent 16. 


* This table focuses upon one thesis of this chapter, the nonidentity of the two 
groups. In the neurotic character, sometimes considered synonymous with the anti- 
social neurotic, one finds overindulgence by a parent, a later onset of antisocial 
activity (sometimes in the neighborhood's “good boy"), strong ties with certain 
people, hypersexuality, superior mechanical aptitude, guilt, evidences of tension, 
anxiety, conflict, and limited insight. From the psychoanalytic viewpoint the psycho- 
path is fixated, while the antisocial neurotic is regressed. It is accordingly possible 
to discriminate between the two groups, especially when models, such as John and 
Clyde, are chosen to represent each category. A carefully documented social history 
is essential, just as Bowlby (9, 10) has emphasized. The items in this table, while 
suggesting a dichotomy, must be interpreted in line with the continuum (see Figure 
16-1) described earlier. 


normal criminals than by the psychopaths who, in turn, perceived them 
significantly more rapidly than hospitalized psychoneurotic patients. 
As a group, the psychopaths alone required more exposures to perceive 
the id than the neutral words at the one per cent level of confidence. 
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These findings, coupled with those reported by Fairweather on serial 
rote learning and by Sherman (whose results show the psychopath’s 
forgetting to be relatively less under conditions of retroaction), sug- 
gest the presence of psychodynamic mechanisms operative in the 
extreme psychopath that some have denied him (37). In a study 
investigating the psychogalvanic response under neutral and emotion- 
inducing situations, Ruilmann and Gulo (55) compared the responses of 
“psychopaths” with those obtained from medical personnel serving as con- 
trol subjects. They report that the former showed significantly smaller 
deflections under these conditions with much more rapid recovery times. 
These studies illustrate an approach to the psychopath and the antisocial 
neurotic by recourse to the methods of experimental psychology. Many 
more are needed before we are in a position to formulate other than 
tentative views relative to this little understood group. Table 16-3, 
mentioned earlier in this chapter, is accordingly presented at this point 
as an extension of what has gone before as well as a summary, clinically 
derived, of the outstanding characteristics of these individuals as they 
are known at midcentury. Perhaps the student may wish to devise one 
or more experimental designs by means of which to check upon the 
accuracy of these clinical signposts. 

Documentation for these clinical hypotheses is furnished in degree 
by the objective case history data reported by Glaudin (29) and Sherman 
(61), who examined the case records of 28 repeatedly diagnosed crim- 
inal psychopaths and who used as a control an equal number of “normal” 
criminal subjects equated for age, I.Q., and education. A comparative 
analysis of their findings is summarized in Table 16-4, where all descrip- 
tive categories follow Ohlin’s (50) operational definitions. It is readily 
seen that the significant pattern of broken home, transient community 
status, irregular work habits, single marital status, and few associates in 
crime support the clinical impression of the psychopath as a nomadic 
lone wolf. Ata theoretical level these results lend credence to the view 
that the psychopathic personality establishes few and tenuous affective 
ties with objects. Further, the overwhelmingly unfavorable psychiatric 
prognosis, poor military service record, and high recidivism rate conclu- 
sively demonstrate the psychopath’s enduring inability to function in 
accordance with society's dictates. Finally, this bleak overview of per- 
sonal and criminal characteristics culminates in their receiving a signifi- 
cantly high parole violation index (50). 


Problems of Dynamics and Treatment 


Because for years these expressive personalities have been considered 
untreatable by many, it should be mentioned in this section that Aich- 
horn (2), Greenacre (35), Lindner (45), the Menninger group (5), 
Schmideberg (57), and Stürüp in Denmark (67), among others (includ- 
ing this writer), have reported successes through the modifications of 
existing psychotherapeutic and rehabilitative approaches (see Chapter 
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TABLE 16-4. 


Comparative ÁNALYsIS OF Osjective Case History DATA FOR 28 CRIMINAL 
PSYCHOPATHS AND 28 “NORMAL” CRIMINAL CONTROL SUBJECTS * 


Percentages 
1. Personal data Psychopath Control po 
Home status Average to superior 25 60 .01 
Inferior to broken 75 40 
Community Established community — 54 97 001 
Transient 46 3 
Work record Regular to irregular 39 79 .002 
Casual 61 21 
Military discharge Honorable 46 83 04 
Not honorable 54 17 
Marital status Never married 89 44 .02 
Married t 11 56 
2. Criminal data 
"Type offense Against persons 14 29 47 
Against property 86 7 
"Type offender First and occasional 28 100 .001 
Recidivist 72 0 
Associates in ' None 61 47 .30 
offense One or more 39 53 
Psychiatric Favorable to doubtful 25 100 .001 
prognosis Guarded to unfavorable 75 0 
Violation rate of 40 16 .05 


parole 


* Courtesy of Vincent Glaudin and L. J. Sherman. 
** Probabilities were calculated by means of a critical ratio based on the standard 
error of the difference between percentages for samples less than 100 


1 "Married" includes only those with no history of divorce. Psychopaths who did 
marry showed more divorces in trend (p< .12) than did the control subjects. 


24). The time has not yet come when it can be said that all are treat- 
able? but certainly some are. And this includes both the neurotic 
character and the true psychopath, two groups of antisocial personalities 
too often considered identical purely because of superficial similarities. 
The approach used by Dr. Georg Stürüp at Herstedvester, Denmark, is 
noteworthy, inasmuch as the psychopath is committed to this well- 
appointed institution on an indeterminate sentence. The first reaction 
of course is that of an hilarious, “What more could you ask?” to be 


9 From time to time shock therapies and prefrontal lobotomies have been tried 
without success. Upon occasion, anticonvulsant drugs (62) have been administered 
with temporary success, it is reported. The latter approach, however, has not been 
accepted as standard practice. The efficacy of drug therapy is not surprising by 
virtue of the fact that many so-called psychopaths are tense and anxious antisocial 


neurotics. 
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followed later, when the meaning of the court’s sentence is grasped, by 
emotional outbursts and antisocial activity. It is at this point that strong, 
directive therapeutic action is taken, with eventual success in that “the 
bad psychopath is made into a good one” (67). If constructive action 
is ever to be taken in the United States toward the solution of this costly 
problem, we have but to look to Denmark for an on-going approach that 
is working well. 

The problem of psychotherapy with the psychopath has been hin- 
dered by lack of knowledge pertaining to the group. The fact that the 
pure psychopath has been considered an amoral person devoid of con- 
science and all other adjudged desirable attributes has led many to 
conclude, without therapeutic effort, that he is “hopeless.” This view 
turns upon the assumption of the absence of personality dynamics (37). 
With this view the present writer cannot concur. Findings by way of 
psychological tests administered after a period of acclimatization to that 
unheard-of novelty, the therapy session, replete with its suspected 
“gimmicks,” show the psychopath to be a relatively primitive personality 
indeed, but also, at the same time, one whose motivations are direct and 
specific. This is clearly shown, as in the case of John and others, on the 
Blacky ?? and MAPS tests, where affect hunger and an uncertainty in 
anticipation, followed by the attitude of futility, are regularly encoun- 
tered. Weak character integration accompanied by profound defects in 
ego and superego mechanisms do not mean a total absence of these 
restraining influences that do indeed appear when the extreme psycho- 
path can be led to accept psychological examination. Additional studies 
are badly needed. These can be forthcoming only if we are willing to 
try to unravel the relatively primitive mechanisms they live by. ‘These 
can then serve as toe holds for the application of existing therapeutic 
methods modified to meet the demands of the situation. The psycho- 
path and his close relatives on the continuum therefore provide the 
clinician with an opportunity par excellence for the application of the 
principles that lie behind the problem approach (see Chapter 1). 


Summary 


One purpose of this chapter has been to set forth similarities in and 
differences between the neurotic character, psychoanalytically viewed, 
and the pure psychopath. Data from experimental studies on learning, 
memory, and perception, coupled with differences in profiles on per- 


10 On Card 1 of the Blacky Pictures, Blacky is nursing. John responds to this 
scene with: “Well, he's just started to nurse. It won't last long. She'll get up and 
walk off. He’ll still want more. Just like my dog. He chased my grandmother all 
the time, yelpin' for something to eat.” Clyde's reaction was: “They're both enjoy- 
ing brunch. He's hungry and she's feeding him. Imagine though, he'll want to quit 
before she thinks he should. But he'll run off anyway.” See G. S. Blum, A study 
of psychoanalytic theory of psychosexual development, Genet. Psychol. Monogr., 
1949, 39, 3-99; Psychoanalytic theories of personality (New York: Grune & Stratton, 


Inc., 1953). 
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sonality scales, factor analytically derived, document the clinically ap- 
parent distinction. The importance of this differentiation is not only 
of theoretical but also of practical importance, relating as it does to the 
provision of treatment where methods are available for use with the 
neurotic character. They are becoming so for the psychopath (see 
Chapter 24). To deny the former therapeutic aid on the grounds that 
he is a psychopath is as illogical as it is commonplace. 

A second objective has been to portray the relatively small number of 
psychopaths who warrant this clinical label. By and large, many who 
are so termed are schizopaths, cyclopaths, neurotic characters, or anti- 
social neurotics, psychotics, or the brain damaged. The day of the waste- 
basket category, so often used as a catch-all for all difficult diagnostic 
problems, is passing. Both the psychopath and the neurotic character 
can be diagnosed in positive terms without recourse to evaluation by 
exclusion. The development of a detailed and accurate social history 
is essential in this differentiation. 

A third objective has stemmed from an admittedly psychogenic in- 
terpretation, with subsequent review of those studies relating to the 
origins of the many variations in antisocial behavior patterns which can 
be hypothetically considered as distributed along a personality dimension 
which, through the identification process, delimits the growth and 
differentiation of self-awareness. Affective deprivation, and perhaps 
inconsistent overindulgence, accompanied by defective identification 
with its undercurrents flowing into the realm of learning theory (see 
Chapter 2), become the crux of the psychogenic interpretation devel- 
oped in this chapter. Our knowledge, however, is still fragmentary. 
Improved experimental designs, as examples of the problem approach, 
are essential before one can discern with certainty the forces that biologi- 
cally and psychologically blend to produce the psychopath. 

The psychopath, most often found in the prison community, com- 
prises a small percentage of the criminal population and is studied by the 
clinician and the penologist from different frames of reference. The 
latter considers him unimprovable and a candidate for maximal security 
regimens. The former views him as a unique personality whose psycho- 
dynamics require investigation before their very existence is denied. 
Psychodiagnostic studies indicate clearly the presence of dynamic forces 
which the contents of therapeutic interviews document and attest. 
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Chapter 17 


PSYCHOLOGICAL TRENDS AND PROBLEMS 
IN LATER MATURITY 


By Raymonp G. Kunten, Pu.D. 


Paes the most striking feature of aging is the fact of physical in- 
volution, and it is this phase of the problem that has received most 
attention, Although not unrelated to biological change, aging can be 
viewed in at least three other interrelated ways: (1) culturally, in terms 
of age roles and in terms of attitudes toward the several age groups as 
held by members of various subcultures, attitudes often reflected in 
privileges extended or denied by society; (2) functionally, in terms of 
the objective capacity (as measured by external criteria) of the individual 
to adjust physically and psychologically to the demands made upon him 
by the job or other life situations; and (3) dynamically, in terms of the 
changing conceptions of self embodied in one’s reactions to his own 
aging and in terms of the psychological modes of adjustment used by the 
person to capitalize the advantages of each succeeding age or to adjust, 
perhaps defensively, to the losses that aging entails. All three of these 
viewpoints of the aging process are of major significance. Psychologists, 
however, are likely to be most concerned with the last two of these, 
although well aware of the relevance of physical change and the influence 
of cultural context. 

The present chapter, written as an introduction to problems of later 
maturity for students beginning the study of clinical psychology, can 
deal only with certain salient features of aging. It will summarize 
selectively the facts about adult age changes in abilities to adjust, will 
provide an overview of age changes in general adjustment and some of 
the types of adjustment problems faced, and finally will suggest some of 
the special clinical needs and opportunities with respect to later ma- 
turity.* 


1 This chapter does not attempt to summarize the accumulating literature in the 
field. Those interested in greater detail are referred to the reference section (26, 
32, 34, 37, 52, 82, 87). Special attention is called to the comprehensive bibliog- 
raphy by Shock (81) and to the continuing quarterly bibliographies in the Journal 
of Gerontology. Those wishing convenient access to some of the major studies 
should examine papers included in Psychological Studies of Human Development, 
edited by Kuhlen and Thompson (41). 
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Aging in the American Culture 


To appreciate the need for clinical work with the aged and the aging, 
and also to understand something of the source of the personal problems 
met in those years, it is desirable to see the problem in its cultural setting. 
Figure 17-1 provides selected, orienting facts regarding the proportion of 
people in America who might be classified roughly as in “later maturity.” 
For some time, except for brief periods, the nation’s birth and death 
rates have been declining. Fewer children are being born; more people 
are living into adulthood and old age. The result is that, as time passes, 
a larger and larger proportion of the population is classified in the older 
brackets. As Figure 17-1 indicates, in 1900 only 12 per cent of the 
population was over 50; by 1920 this had increased to 15 per cent, and 
at the last census, 1950, the percentage was 22. This trend, incidentally, 
is not confined to the United States, but characterizes a large portion 
of the countries of the world. 


17.2% 
: 
1392; 15355 
| | | 


1900 1910 1920 1930 1940 1950 


FrcumE 17-1. This chart shows the consistent rise in the proportion of the 
United States population in the upper age brackets. "The bars represent percentage 
over 50 years of age, 1900-1950, (Based on U.S. Census data.) 


The increase in proportion of older people forces attention upon a 
series of problems which cannot be ignored. The meager facilities for 
recreation and amusement, the almost complete lack of housing adapted 
to the needs of the old, the backwardness of institutional programs de- 
signed for the care of the aged, the inadequacies in the thinking and 
planning of young people who have taken on the personal responsibility 
for older relatives, and the complete loss at which many oldsters find 
themselves when they retire become painfully evident as example after 
example accumulates, This situation can be overlooked when there are 
relatively few old people, but it cannot be ignored when the number has 
reached present proportions. 

An individual's sense of security and his personal adjustment are to 
no small degree dependent upon the attitudes of others, that is, upon 
the status accorded him in his culture, upon the place he occupies in 
his society. Economically the old person is insecure. In the agrarian 
culture of a few generations ago, an old person could live in the home 
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of his children and putter around the farm, doing what he could—and 
in all probability was “worth his keep.” In an industrial society where 
the profit motive prevails, the ability to get and hold a job is dependent 
in part upon ability to produce as efficiently as younger people and upon 
the extent to which a particular employee represents a hazard to his 
employer in terms of liability for accidents and pensions. Presumably, 
for these and similar reasons, the old person has not generally been too 
successful in competing for available jobs. That his age is against him 
is indicated in Figure 17-2. Here are shown the judgments of employers 
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Fıcure 17-2. The extent to which age is believed to be a handicap to employ- 
ment, as adjudged by employers (i.e., personnel managers and others in business and 
manufacturing establishments, including interviewers in an employment service). 
A rating of 0 means “least employable”; a tating of 10 means “most employable.” 
(This figure is from a Master's Thesis done at Syracuse University by B. S. Newer 
(67), which has been summarized by M. Z. Cascty, An index of employability, 
Occupations, 1944, 22, 477-483. Adaptation here is by permission of the publishers 
of Occupations.) 


regarding the extent to which age is an asset or a liability. Unemploy- 
ment data for those over 65 show that increasingly the American eco- 
nomic structure is failing to provide a place for the older worker, and 
surveys reveal that many jobs in industry are closed to older applicants. 
The most common age limit appears to be around 45 years. Although 
in certain business and professional positions increased age may normally 
bring increased prestige, this is clearly not true for the majority of occu- 
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pations. Other studies (93) have tended to indicate that, rightly or 
wrongly, people hold rather definite ideas as to the “best years” of life 
and the traits that characterize various age groups. The total evidence 
suggests that people (i.e., the culture) takes essentially an unfavorable, 
or at best an ambivalent, attitude toward aging. 

Attitudes that older people actually have little worth in any sphere 
and are cultural liabilities are widely held. Resentment displayed by 
young adults toward older ones who “stand in their way” professionally, 
and the mere tolerance of an old person as someone whose opinion is 
to be lightly dismissed as outmoded are frequently encountered. One 
investigator (16) who studied the opinions of young people toward 
supporting their parents found that mores have apparently changed 
regarding the responsibilities of children for parents. As a result old 
people no longer have the security of knowing that, come what may, 
they will be respected and cared for by the family they reared. In short, 
it appears that the place occupied by the old is one which is in itself 
frustrating to certain basic needs, in particular to the need of an indi- 
vidual to be respected and secure in his own right, and the need to be 
independent, self-supporting, and self-regulating. A recent survey of 
studies in the psychopathology of later life emphasizes insecurity as the 
outstanding factor in personality breakdown in old age (27). 

One further feature of the American culture deserves comment: the 
rate at which cultural change continues to occur. Older people have 
grown up—lived their formative years—in an environment in which 
material developments and prevalent attitudes were much different from 
those existing today. To a considerable but unknown degree, old people 
are different from the young people of today because of differences in 
background. Thus, in 1900 motion pictures and radio did not exist 
as cultural influences or as sources of amusement; magazine circulation 
was low; school offerings were meager; school attendance was erratic; 
women had neither the status nor the freedom they now have. As 
compared with today, morals were strait-laced, political attitudes con- 
servative. Changes in culture, like changes in people, are gradual and 
continuous, a fact which gives rise to differences between adult age 
groups which are sufficiently progressive to be mistaken for age changes 
(39). However, any event of major cultural significance, such as a 
depression or a war, may disrupt the continuity of change and leave 
its mark upon a particular age group. In one investigation, for example, 
those persons who had reached young adulthood in the period of eco- 
nomic insecurity of the 1930's tended to be more "neurotic" than those 
older or younger (28). 

A dynamic, changing culture not only makes for differences among 
age groups, but presents new problems for those at any age. When a 
changing culture introduces new conditions, new learnings must occur 
and readjustments must be made regardless of age. It is not possible, 
under these circumstances, for a person to find a niche in life and rest 
assured that he will remain undisturbed during his lifetime. In vari- 
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ous ways an understanding of the cultural status of oldsters and of the 
facts of the changing culture are important background data for appre- 
ciating the problems of adult life and later maturity. This fact will 
become increasingly evident below. 


Changing Abilities to Adjust with Increasing Age 


Since increased age results in the facing of problems typical of that 
age, and changing culture creates new problems for all ages, the set of 
facts next to be examined is the ability of people at different ages to 
change their behavior patterns to meet new conditions or to maintain 
established patterns. The ease with which adjustments are made at 
different ages will depend upon several factors, some of which have 
been sufficiently explored to warrant discussion under separate headings. 


Changes in Physical Capacities. Physical symptoms of growing 
old—and these are approximately twice as frequent as mental symptoms 
(33)—take a variety of forms: graying of the hair, the appearance of 
wrinkles, decreasing sexual desire and capacity, decline in physical re- 
siliency, greater fatigability, indeed a general “slowing down.” The age 
of peak ability is strikingly shown by the recorded achievements made 
by individuals whose livelihood and fame depend upon the maintenance 
of peak physical condition. Professional boxers, professional football 
players, professional track men, and tennis players reach their peak 
form and win most championships, on the average, between 25 and 29 
years of age. The decline then is rapid (49). But for most people such 
outstanding physical demands are practically nonexistent; what matters 
to them is their ability to do their daily work, to endure the occasional 
special demands of “overtime,” and to discharge their social obligations. 
In some instances changing physical capacities may affect adjustment 
rather directly through lowering ability to maintain the pace of younger 
years, to work effectively on the job, to participate socially in situations 
where normal sight and hearing are necessary, to drive a car without 
accidents. In other instances problems of adjustment arise because 
physical changes involve a loss of status or prestige in one’s own eyes, as 
the woman who worries over loss of her youthful physical attractiveness 
or the male who becomes anxious because of decreased sexual prowess 
and who becomes involved in illicit love affairs mainly to prove his 
virility to himself. 

Decreasing resiliency and general slowing down, a first feature of 
physical aging to be noted here, are products of several changes that 
occur with increased age. In Figure 17-3 are curves showing age-change 
in speed of a manual movement (reaching six inches, moving a pencil, 
and returning hand to starting point), rotary mobility of the preferred 
hand (as cranking a hand drill), and speed of finger movement (lifting 
and returning finger to a clock key). All three abilities show a gradual 
decline as age increases after a peak period in young adulthood. Similar 
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trends appear in strength of grip (12) and strength of pull (76). The 
range of individual differences in abilities will be reserved for separate 
comment. When physical abilities are measured in terms of the ability 
to do productive work, as in a factory, a slight decline is apparent, but 
studies thus far apparently show relatively little loss in over-all produc- 
tivity and efficiency (6, 54, 67, 85). Nor should one conclude from 
changes in such physical capacities as reaction time and sensory acuity 
that accidents are increasingly frequent. In fact the experience in some 
(but not all) industrial establishments is that the older workers have 
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Ficure 17-3. Age differences in certain motor abilities. See text for a brief 
description of the tasks performed. (Reproduced from Miles (64) by permission 
of the author and the National Academy of Sciences.) 


proportionately few accidents (8), and data on auto driving (15) sug- 
gest that in the face of declining sensory acuity and reaction time people 
actually become safer drivers up to about 50 years of age—as measured 
in terms of miles driven per fatality—apparently because of increasingly 
better judgment, greater carefulness, and slower driving speeds. From 
the age of 50 on, however, auto accidents resulting in fatalities increase. 

A second feature of physical aging of considerable psychological 
significance is sexual decline. Although evidences of age changes in 
sexual capacity (in a biological sense) are likely to be highly contam- 
inated by cultural and psychological influences which distort the picture 
of both individuals and groups, it appears from the data of Kinsey (36) 
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and others that sexual capacity in males reaches a peak in the teens, 
perhaps just prior to puberty, but with no notable decline evident until 
the thirties. From the latter point onward normative data indicate a 
steady decline with no especial acceleration in decline, even at the cli- 
macteric, at any point in the adult and old age range. The trends for 
females are not yet clearly documented (at this writing Kinsey’s second 
volume had not yet come from the press), but preliminary data reported 
by Kinsey in lectures suggest that, at least in terms of proportion of 
women experiencing orgasm, women do not reach their peak sexually 
until the thirties. Terman’s data (90) suggest a decline in women, paral- 
leling the decline for men, in sexual activity with no acceleration in 
decline (except possibly in “desire” as evident in preferred frequency) 
of activity at menopause. Individual differences are great, of course, and 
psychological factors may operate either prematurely to depress sexual 
capacity or to accelerate sexual activity and need. Both types of prob- 
lems are likely to come to the attention of clinicians (see Chapter 10). 

Figure 17-4 shows a third significant trend—the increase in incidence 
of sensory defects. Not only do sensory losses herald the fact of advanc- 
ing age, but they often directly influence effectiveness on the job and 
participation in social activities. One vigorous old lady of the writer’s 
acquaintance was, at 82, still employed (although she had a small pen- 
sion ample for her support), read several papers daily, and could converse 
intelligently upon most current problems. She was living a full and 
active, happy life. Her one source of unhappiness was her progressive 
deafness, which repeatedly embarrassed her in groups. Not infrequently 
she would leaye and go to her room because of her inability to partici- 
pate. Such sensory losses pose special adjustment problems because of 
the social isolation they impose through narrowing the individual's 
psychological environment. 

Age changes in general health represent a fourth trend worthy of 
special comment because, as facts presented later indicate, ill health 
is one of the more frequent sources of worry among the old. It is well 
known that as age increases beyond the adolescent years (the healthiest 
period of life) both illnesses and death rates increase. Despite this 
knowledge, human beings characteristically neglect health until the 
time when they become ill or must, under doctor's orders, curtail their 
activities. The great social and personal economic burden that such 
neglect fosters is suggested by a contrast between two sets of facts: first, 
the age at which chronic ailments are most frequently encountered, and 
second, the age at which complete invalidism most often occurs. The 
former peak occurs in the late 30's and the early 40's; the latter, 30 
years later, in the late 60's and early 70's (95). Clearly these facts 
suggest the importance of early attention to health problems as a means 
of avoiding the serious readjustments in personal life and the creation 
of problems for others that invalidism entails. 

The fifth type of change to be mentioned is, perhaps, one of the most 
significant, and possibly most far-reaching, types of physical change that 
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occurs as aging proceeds—the decline in the ability of the body to heal 
itself and to readjust itself to the various physiological demands that 
are made upon it. Thus, accidents in old age are more serious because 
recovery is slower (8), more time is lost from other activities, and more 
expenses are incurred which drain heavily on economic reserves. A 


Percentage of Age and Sex Group with Defects 


Age in Years 


Ficure 17-4. Age incidence of defective vision and defective hearing in terms of 
percentage of 100,924 men and 11,694 women showing these defects in medical 
examinations by the Life Extension Institute. (Based upon data of Britten (7), by 
permission of the publishers of The American Journal of Hygiene.) 


major change in the capacity of the body to function is found not so 
much in its ability to perform under normal demands as in its reserve 
capacity to meet the unusual demands that are made upon it. Decline 
in the efficiency of homeostatic mechanisms are especially noted. The 
older organism is less able to absorb or to store blood sugar after inges- 
tion of glucose, to eliminate excess alkali from the blood, or to maintain 
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a constant body temperature. And the older organism adapts less 
quickly to the demands placed upon the circulatory system by exercise. 
One investigator suggests, as an hypothesis, that aging 1s characterized 
by a reduction in the homeostatic capacities of the organism, and that 
much of our knowledge might be organized under this hypothesis. He 
suggests, for example, that 


... the reduction in performance, ranging from diminished func- 
tion of specific endocrine glands to slower performance in mental tests 
so often observed in aged individuals, may well be regarded as a reflec- 
tion of reduced homeostatic capacity of the total organism . . . if the 
body cells are unable to execute the necessary function, or are slower 
in their reaction, the total performance or work output necessarily 
suffers (83).* 


These various biological changes imply not only decreasing capacity to 
make adjustments of numerous kinds, but also constitute a threat to the 
aging individual who must adjust not only to status losses in the social 
and economic world, but also to organic loss. Organic deficit, especially 
in the areas of mental abilities and the sexual function, assumes great 
psychological significance because of the high value placed upon these 
functions. 


Changes in Mental Abilities and the Ability to Learn. Data on 
changes in intelligence and leaming ability have significance to the 
clinician because they are presumably symptomatic of one's ability to 
deal effectively with the environment and to make the necessary adjust- 
ments in life. Although intelligence test scores have often not proved 
to be of as much value as might be hoped, the overall picture of intel- 
lectual change during the life span has important implications for 
understanding the problems of later maturity. In Figure 17-5 are 
charted scores made on intelligence tests by various age groups from 15 
through 80. The three curves represent scores made by different groups, 
rural and urban, on several types of tests. Practically all studies agree 
that lower scores are made by older individuals,* although the differential 
between 20-year-olds and 60-year-olds is not as great on certain types of 
subtests as on others. Vocabulary and general information (both types 
of material are often used at all ages) stand up fairly well, whereas such 
abilities as solving arithmetic problems, reasoning, common sense, re- 
calling digits, and reproducing designs in blocks tend to decline. Pos- 


2 This quotation is by permission granted by the Stanford University Press. 
Unless otherwise indicated, the statements in this paragraph are based upon research 
summarized by Shock (83). In addition, the reader is referred to the books edited 
by Lansing and Cowdry (45) and by Stieglitz (88) for reviews of physiological and 
medical research on aging. 

* Contrary to this trend are certain findings obtained by Dr. W. A. Owens, Jr. 
as reported by him in Genetic Psychology Monographs, 1953, 48, 3-54. Dr. Owens 
found gains on the Army Alpha from age 18 to 50 when the same people were re- 
tested. Various considerations, however, lead the present writer to regard these 
results as not necessarily inconsistent with the trends reported above. 
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sibly these latter trends occur because such skills or abilities are not so 
constantly in demand as age increases, or, again, the trends may reflect 
genuine,changes in mental functions. Much of the decline in intelli- 
gence test performance in early and middle maturity appears in some 
studies (62) to be due to a slowing down rather than to any major loss 
in sheer ability to do the tasks required. After approximately age 60, 
however, there is a noticeable loss in test performance regardless of the 
time allowance. 
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Ficure 17-5. Mental test scores as related to age, as shown by data from three 
studies. Based upon data collected by Jones and Conrad (31), Miles (64), and 
Wechsler (96), as recomputed by Jones and Kaplan (32). (Reproduced by per- 
mission of Dr. H. E. Jones and The Stanford University Press.) 


In addition to results from conventional intelligence tests, data have 
been reported showing older people to be less capable of following spoken 
directions (71) and to perform less effectively on tests of perception 
(72). The inference from these results is that old people will react 
less quickly to their environment, will learn more slowly than young 
people, and will thus get out of date more readily in their thinking. 
Presumably they also will have greater difficulty in acquiring new occu- 
pational skills or in undertaking the new way of life which loss of one's 
spouse or retirement from one's job so often entails. 

"That such inferences are reasonably correct is apparent in the results 
of other investigations where the purpose was not to "measure" intelli- 
gence but rather to study the rate at which individuals actually could 
Team, or to study the extent to which such aspects of behavior as atti- 
tudes might be changed. The results of a study of adult learning shown 
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in Table 17-1 have important implications. In this investigation, people 
of three age levels (young, middle, and old-age groups) were asked to 
learn different types of material. Various verbal and motor learning 
tasks were planned so that certain ones were aided by past learning (i.e. 
were related to things already known), while others were unrelated 
to already acquired skills and knowledge. Still others were arranged 
so that items to be learned conflicted with items already known or 
with skills already mastered; in this instance past habits would inter- 
fere with new learning. It is noted from the table that the oldest group 
was least efficient on all types of tasks but, most important of all, they 
were most deficient in mastery of those tasks which conflicted with well- 
established habits. "This suggests that older people have greater difficulty 
in making those adjustments which involve the acceptance of new ideas, 
new attitudes, or in the development of different skills—especially if 


TABLE 17-1 
AVERAGE LEARNING PROFICIENCY or THREE AGE GROUPS on LEARNING TASKS 
WHICH Are OF VARYING DEGREES OF SIMILARITY AND DISSIMILARITY WITH 
EsrasuisHep Hanrrs * 
The age changes are shown in comparison with the young groups when the 
latter’s proficiency is taken as 100. 


Young Middle Old 
Ages 12-17 —— Ages34-59 — Ages 60-85 


Motor Learning 


Direct Vision 100 98 84 

Mirror Vision 100 96 53 
Verbal Learning 

Paired Associates 100 92 83 

Nonsense Learning 100 80 48 

Interference Learning 100 72 46 


* Adapted from Ruch (75), by permission of The Journal Press. 


these new and different learnings require first the unlearning of previ- 
ously acquired habits. Such learning difficulties may, indeed, be partially 
responsible for the conservatism of the old. That older adults reveal 
attitudes which are more crystallized (53) and less subject to change as 
a result of deliberate efforts to influence them (58) has also been experi- 
mentally demonstrated. 

One should not, of course, confuse functional learning or adjustive 
ability with intelligence test performance. Many other factors—such as 
background information and skill, motivation, freedom from threat— 
as well as basic aptitude for learning (which is, at best, inaccurately 
measured by tests) are involved. It is thus not surprising that Thorndike 
(91) and others conclude that people in their forties can learn almost 
as efficiently as those younger. In some situations and even at advanced 
ages, it is not unreasonable to expect that other factors may more than 
offset losses due to intellectual decline. 


| 
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Changing Motivation with Age. A slowing down in ability can in 
many cases be compensated for by greater motivation. It is thus un- 
fortunate that in the normal sequence of events, as age increases, there 
is less liking for social activities, changing activities, active pursuits, and 
a greater fondness for inactive sedentary amusements of a more solitary 
type (89). Although this decrease in desire for change may be partially 
an outgrowth of the decline in ability with age, it should not be dismissed 
as entirely this. A variety of reasons may be advanced to account for the 
tendency to become more settled in one's "groove" of life as he grows 
older. Not only do his habits become more strongly established, but 
he also becomes gradually less able and less willing to change them. 
When events force him to change, the resulting adjustment is more 
difficult to make. 

The apparent rigidity of older persons may be given an interpretation 
more dynamic than the foregoing and be viewed as a defense against 
some of the threats to status, both internal and external. An older 
person may be unwilling to change because to change is even more 
threatening than a present relatively intolerable situation. Atkin (1), 
in discussing rigidity in old age, points out that with organic loss, par- 
ticularly in highly valued organs, and with status loss, the individual is 
apt to react with hostility and irritability and to cling to his automatized 
and habitual patterns of behavior and to his tested ego-defenses against 
anxiety. “We may look upon the usual conservatism and rigid tradi- 
tionalism of aging people as manifestations of this psychic rigidity and 
as expressions of the need to cling to a world in which the individual has 
achieved his maximum instinctual gratification and his nearest approach 
to a mastery of his environment" (1). One might hypothesize, in the 
Lewin frame of reference (51), that under threat (and it may be further 
hypothesized that older people, being less secure, are more readily 
threatened) the person becomes more rigid and reacts either by extreme 
responses or by "leaving the field." 

Tolman’s (92) concept of "narrow cognitive maps" is somewhat 
analogous to the concept of rigidity. He hypothesizes several conditions 
to be related to the narrowing of such maps, certain of which might be 
expected to change progressively with increasing age, thus resulting in 
increased rigidity. Tolman further suggests that some of the psycho- 
logical mechanisms may be interpreted as a narrowing of cognitive maps 
due to too strong motivation or too intense frustration. Frenkel-Bruns- 
wik’s discussion of inability to tolerate ambiguity as synonymous with 
rigidity also emphasizes the dynamic nature of rigidity ( 21). Not only 
rigidity, but other behaviors considered typical of aging as well, may be 
interpreted as motivated by the need to erect defenses against psycho- 
logical losses or to recapture earlier, more satisfying experiences. 

Changing motivations with increasing adult age are also influenced 
by biological decline (sex decline, general slowing down, and declining 
energy level) and by cultural factors. In considering changing motiva- 
tion with age, attention is directed toward three circumstances: (1) 
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changing time perspective; (2) environmental pressures; and (3) changes 
growing out of a postulated hierarchy of motives. Lewin (51) gives a 
major place to changing time perspectives in explaining developmental 
trends in behavior. In childhood, the psychological future is vague and 
extends only slightly ahead in time; in adolescence, the future is more 
structured and relatively infinite, entering in more important ways into 
the psychological present; in adulthood, as pointed out by other writers 
(5, 10), the future becomes finite and increasingly limited as age in- 
creases. The typical adult is fully aware that he has a finite amount 
of time available, and is aware, too, that the culture discriminates against 
and rewards certain age groups, thus in important ways creating “sub- 
limits” in time perspectives. Jobs are harder to get after 40 (security 
becomes more important); retirement is likely to be forced upon the 
individual at 65 or 70; marriage opportunities for single women de- 
crease markedly after 30. It makes a great deal of difference in one’s 
orientation and goals if the “future” lies ahead as it does for the 
20-year-old, is here as the 40-year-old may sense it, or is in the past (or 
ahead, not in one’s own life, but in one’s children) as the reminiscing 
oldster may view it. It is likely that changing time perspectives are 
more important at the middle-class level than at other levels (50). 

The increasing pressures of job (for men) and family (for women ) 
during young adulthood, the dominance of these pressures in early 
middle years (for women) and until retirement (for men), and the 
relaxation of these pressures when children leave home or work ceases 
represent an important aspect of an individual's changing motivational 
pattern. Such pressures may, because of the time and energy required, 
result in the subordination during certain phases of life of motives which 
in another context would be operative. And the eventual diminution 
of such pressures may leave a structure of habits without a foundation 
of need. Problems become more serious for those who have permitted 
their motivational structure to be dominated by one or two types of 
interests. For the person with broad interests, the dropping out of one 
causes a shift in emphasis rather than a collapse of the basic struc- 
ture. 

The hypothesis that motives are arranged in a hierarchy of prepotency 
and that lower level (more basic) needs must be satisfied before higher 
level needs become operative (60) provides a convenient explanation 
for some changes in motivation with age. As sex needs decline with 
age and/or are satisfied in marriage, other needs (perhaps to enforce 
cultural codes regarding behavior upon one’s children) may emerge. 
Indeed, a shift from “personal desires” to “duties” with increasing age 
has been noted by one investigator (22). The achievement of economic 
security by middle age may result in the emergence of other still “higher 
level" needs. It is likely, too, as Lewin suggests, that extreme or con- 
tinued frustration may result in an individual’s “leaving the field,” the 
particular need thus becoming relatively inoperative. This would seem 
to explain the finding of the present writer (40) that at around 30 years 
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of age single women shift from a “desire to marry” to a desire to get 
ahead vocationally when describing their goals. 

An extensive investigation of over 300 life biographies and autobiog- 
raphies was conducted some years ago in Austria for the purpose of 
examining changes in goals and purposes as well as achievement (9, 22). 
The operation of such influences as those enumerated above are evident 
in the findings. In this analysis, the adolescent period was seen as a 
period of diverse, nonspecified activities essentially exploratory and 
orienting in nature. The twenties and thirties represent the period of 
life when decisions as to mate and job have been made and energies are 
fairly well directed into the channels determined by these decisions. At 
about 45, according to this analysis, there is apt to occur a period of 
evaluation when life progress is assessed with reference to the achieve- 
ment of goals and motives. For those who are not satisfied with their 
progress, this period is frequently followed by a renewed striving to 
achieve. And finally, there may be a period of review and looking back. 
It would appear that many instances of maladjustment may arise 
wherein the chief function of the clinician would be to assist an indi- 
vidual in re-evaluating his potentialities and his purposes—assisting in 
an orientation in a new direction or on a different plane. 


The Norm and the Individual. There is an unfortunate tendency in 
the world of practical affairs to categorize people. Especially is this done 
with respect to the aged. “A man of 65 is an ‘old man’ and should be 
retired.” Such a generalization implies two conditions, neither of which 
is true. First, there is the implication that old people are a separate 
group, thus ignoring the fact that age-changes in all measurable psycho- 
logical variables are essentially gradual and continuous, that the line 
of demarcation between one age group and another is extremely tenuous 
except in arbitrary terms of the calendar. To those who characterize 

- the old as useless and incompetent it should be pointed out that just 
as the 70-year-old is slower on the average than the 50-year-old, so is the 
latter slower than the 30-year-old. While there is a decline, abilities at 
a useful level remain. 

Categorizing people as “old” implies, in the second place, that they 
are all alike. Actually the range of talent existing among old people is 
just as great, and possibly greater, then that among the young. The 
range of abilities and capacities of all sorts is so great that extreme care 
must be taken in judging an individual on the basis of his age. In a 
study of strength of pull, the strongest man in the 60-70 age group was 
exceeded by only two per cent of the 20-29 age group (76). Many 
works of art as well as outstanding literary and scientific contributions 
have been produced by men in their seventies and eighties (18). Al 
though, for the most part, these contributions are less outstanding than 
the earlier work by these same men (48), they are of sufficient quality to 
be widely acclaimed for their worth. Yet, at the same age other men 
are helpless, senile patients. As at any age personality differences cover 
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an extreme range. Among the old, as among any group, are to be found 
happy, vigorous people who are easy to get along with and some who are 
cantankerous and ill-tempered. 

Attention to the individual differences apparent in the original reports 
of the studies cited should convince the reader that the use of the age- 
norm as descriptive of a particular individual is misleading and unjusti- 
fied. However, the principle should not be neglected that normative 
data do provide a valuable backdrop against which an individual’s status 
can be evaluated, and also provide a source for evolving useful hypotheses 
in relation to group behavior. But within the individual, different traits 
and capacities may combine in such a way as essentially to offset any 
decline that may have occurred, or in such a way as to render almost 
useless the ability that still is present. Thus strong motivation can com- 
pensate for loss of ability to the extent that in a given situation an old 
person may be more efficient in learning than a young person, or an 
attitude of helplessness may make him unable to use what ability he 
has. The motivation-ability-habit constellation, which the client brings 
to his problems, can of course be evaluated only by studying him as an 
individual. Physiologically or psychologically, individuals do not age 
at the same rate in all respects. They may go “down hill” mentally and 
“stay up” physically, or vice versa. In fact a major need in understand- 
ing the aging process is for careful research into the nature of personality 
organization at different age levels. 


Age Trends in Adjustment 


A variety of data can be marshalled to indicate the general level of 
adjustment characterizing various age levels. Brief mention will be 
made in this section of data indicative of trends in adjustment within 
normal ranges, data on the age incidence of the more serious psycho- 
pathologies, and the nature of the psychoses commonly encountered in 
the later years. 


Age Trends in General Adjustment and Emotionality. Two sets of 
data provide insight into age changes in general level of adjustment and 
emotionality, in contrast to the more serious types of psychopathology 
discussed below. The frequency with which “nervousness” is encoun- 
tered at different decades of life is shown in Chart A of Figure 17-6. 
This curve is based upon data obtained in physical examinations. An- 
other study (29) reports the age distribution of 200 individuals who 
sought assistance from a physician for nervousness. The 30's, 40's, 50's, 
and 60's were about equally represented. It will be noted that the figures 
from both studies are fairly constant, age for age, and in particular that 
there is no increased incidence during the years of the climacteric. The 
relative adjustment of different age groups as revealed by a brief psycho- 
logical test of adjustment is illustrated in Chart B of Figure 17-6. These 
results suggest increasing tension throughout the 20's, resulting possibly 
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from problems of a sexual, family, or economic nature. By the early 
thirties such problems are perhaps fairly well solved, and adjustment 
seems to improve until the middle forties (which according to these data 
are the best adjusted years of life), with increasing emotionality apparent 
from that point on into old age. The greater emotionality of women is 
especially evident in this study. The lack of agreement among the data 
thus far reported should serve to emphasize the inadequacy of present 
knowledge on the aging process. But in general the conclusion seems 
warranted that as age progresses, perhaps beyond 45 or 50, general ad- 
justment becomes poorer and cases of outright maladjustment more 
frequent. This conclusion seems confirmed when life-happiness is 
viewed in retrospect. Old people beyond the age of 65 are more apt to 
consider the years of “young adulthood” (ages 25-45) as the happiest 
years of life, with only about 15 per cent mentioning middle age or later 
life as happiest (44, 66). 
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Ficurr 17-6. The relationship between age and general adjustment as shown by 
(A) the age incidence of “nervousness” revealed by medical examinations and 
(B) scores made by different age groups on a psychological test of adjustment. 
(Curves for “nervousness” adapted from data of Britten (7) by permission of the 
publishers of The American Journal of Hygiene. Curves based upon psychological 
test scores are reproduced from Willoughby (98) by permission of the University of 
Chicago Press, publishers of the American Journal of Sociology.) 


Age Incidence: Mental Illness and Suicide. These data have been 
analyzed with respect to age and are thus indicative of the degree to 
which age is a factor in the more serious types of psychopathology. The 
clear age trends apparent in the two charts of Figure 17-7, in contrast to 
the inconsistent age trends in general adjustment as cited above, suggest 
the possibility that the loss with age of the adjustive capacity of the 
organism is apparent mainly under conditions of moderate to severe 
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Ficurr 17-7. The relationship between age and general adjustment as shown by 
(A) age incidence of first admissions to hospitals for mental disease and (B) age 
rates for suicides. (Based upon data from Pollock (70) and the United States Bureau 
of the Census (94).) 


In Chart A of Figure 17-7 are shown the rates at different ages for 
mental illness. Beginning in the early teens, incidence increases during 
the late teens and early twenties, levels off somewhat until the fifties, 
from which point onward incidence increases rapidly. These are total 
figures; the age curve of incidence is not the same for all psychotic 
groups. The schizophrenic and manic-depressive types begin during the 
teens and are most frequent in young adulthood or midmaturity (median 
ages for first admissions: 29 and 39 respectively). Involutional psy- 
choses begin to occur in the 30's and reach a peak incidence during the 
years 50 to 54, and are about four times more prevalent among women. 
The first-admission statistics for senile and arteriosclerotic psychoses in 
New York State (70) in 1942 show occasional cases in the forties, a 
steady rise with age for the latter cases, a slower rise for the senile cases 
until 70, with a marked increase in the rate for the years after 70. Thus 
the types of mental disorders encountered vary in incidence with age.? 
With the aging of the general population it is to be expected that there 
will be an increasing problem of dealing with these cases; and it is a 
reasonable expectation that the increase in facilities which are even now 
inadequate will not keep pace with the need. As one writer has pointed 


3 These data represent only admissions to hospitals for the mentally ill, which 
are limited by the number of beds available and thus do not accurately reflect the 
actual incidence of these conditions. 
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out (97), there will be a damming back into the community of much 
senile maladjustment, often involving serious mental hygiene problems, 
a circumstance which will intensify the need for mental hygiene workers 
sensitive to the problems of the aged. 

Suicide rates (Chart B, Figure 17-7) show striking age trends and 
marked sex differences. These statistics are particularly pertinent to this 
discussion because they provide an unusually good illustration of the 
importance of cultural factors in the causes and age incidence of malad- 
justment. Economic responsibility falls heavily upon male shoulders, 
and life is more complex for him than for the female. Thus suicide 
rates (32) fluctuate with economic trends; they were higher, for example, 
in 1930 than in 1940, and they dropped markedly during the period 
after Pearl Harbor (December 7, 1941), particularly among men in the 
older age groups. This latter trend was possibly due to improved em- 
ployment conditions for the old resulting from war industry demands. 
Suicide rates for Negroes are markedly less than for white persons of 
either sex, and they show different age trends, particularly for the males, 
for whom the rate actually decreases after middle age in contrast to the 
rapid rise among white males. In all probability cultural factors account 
for this difference. 


The Psychoses of Later Maturity. The chief psychoses of later ma- 
turity are the involutional, arteriosclerotic, and senile. Although organic 
changes are involved in each of these, there appears to be a large psy- 
chological component in their genesis. Different personalities react dif- 
ferently although experiencing similar organic changes, and often the 
precipitating factor is to be found in adjustments forced upon the in- 
dividual by life's circumstances. Various studies (77) have suggested 
that whether or not a psychosis develops and the age at which it occurs 
as well as its nature will likely be a function of the kind of premorbid 
personality, the degree of organic involvement, and the kind and degree 
of stress encountered. As a result of their own and other analyses of the 
psychoses of later maturity, Sands and Rothschild (77) have recently 
presented a “sociopsychiatric” theory of the reactions to aging which 
emphasizes social and organic interaction. Following their studies of 
various psychotic groups and comparison with an elderly but non- 
psychotic group of males, these investigators suggest that “the pathologic 
reactions of the kinds described are products of the special vulnerabilities 
of given personality types in reaction to certain socio-psychiatric stresses 
and the presence of organic cerebral disease.” A simplified schema of 
their analysis of the psychoses of later maturity is reproduced in Table 
17-2. This analysis suggests that a rigid personality with high external 
stress may experience an involutional psychosis in the fifties, whereas an 
emotionally more labile individual, although aggressive and demanding, 
may survive the fifties under conditions of average stress, but may ex- 
perience a psychosis in the sixties with stress average in degree and with 
organic damage present. 


TABLE 17-2 


SCHEMATIC PRESENTATION OF AN HYPOTHESIZED INTERACTION OF PREMORBID PERSONALITY, EXTERNAL STRESS, AND ORGANIC DAMAGE 
IN THE PnopucrION oF PsvcHosEs AT Various Aces IN Later Marunrry * 


Groups PREMORBID PERSONALITY 
I Egocentric object 
INVOLUTIONAL ships, rigid adjustment pat- 
PSYCHOSES 


PSYCHOSES emotional reactions, instabil- 
WITH ity of adjustment techniques. 
CEREBR. ART. Aggressive and demanding 
III Like involutional group, 
SENILE though less rigid 
PSYCHOSES 
IV Easy-going, wide range of 
NONPSYCHOTIC interests without overattach- 
SENILE ment to objects 


AcE PERIOD AND 


REACTION TO STRESS 


terns, sensitive, dependent 
Il Many show marked lability of 


60-60 


External stress 
high: Psychosis 


Stress 
average 


Stress 
minimal 


Stress 
average 


60-70 


Stress average, plus 
organic damage: 
Psychosis 


Stress minimal, 
some organic dam- 
age. 

Stress average, or- 
ganic deficit mini- 
mal. 


70-80 80-90 


Stress average, or- 
ganic damage in- 
creased: Psychosis 
Stress average, or- 
ganic damage in- 
creased. 


Stress average, 
general organic de- 
cline. No Psychosis 


* Reprinted with permission granted by The Journal of Nervous and Mental Disease 


(77), publishers. 
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Special attention is now directed toward the senile psychoses and 
the psychoses with arteriosclerosis because of their extremely high hos- 
pital admission rates. According to clinical accounts (74) the symptoms 
in the former involve an onset so gradual that the specific date of first 
appearance is often impossible to determine: accentuation of personality 
traits, loss in moral inhibitions and decline of personal habits, insomnia, 
restlessness and perhaps wandering, lost, away from home. Some cases 
are characterized, even at an early date, by delusions, hallucinations, 
and paranoid trends. Senile psychoses show various clinical pictures 
and are classified as simple deterioration, depressed and agitated type, 
delirious and confused type, paranoid type, and a further small group, 
the presbyophrenic type. Diffuse physical and mental deterioration 
continues and in later stages indications of intellectual deficit may be 
among the most pronounced symptoms. Diffuse and pronounced im- 
pairment of memory is characteristic—living in the past, extensive 
reminiscing, fabrication, poor orientation for time and place, incoherent 
speech. Old memories and ability for certain concrete performances are 
retained, whereas recent memory and ability for abstract thinking are 
lost. Comprehension of surroundings is often poor and confused. 

Psychoses with arteriosclerosis are often confused with senile de- 
mentia states, and when the onset is gradual the two are highly similar. 
However, in more than half the cases an acute onset is noted, taking 
the form of a confused attack. There are frequently prodromal symp- 
toms of physical and mental letdown, with vague complaints, headache 
and dizziness. The course of the illness varies greatly from case to case, 
the initial state of confusion may terminate rapidly or after a lapse of 
several months in death, or there may be reasonably good recovery. In 
other cases there may be fluctuations in symptoms with gradually ac- 
cumulating organic deficit. Memory losses are more spotty and less 
diffuse than in the case of the senile psychoses, as indicated, for example, 
in one contrasting study of the interrelationships between new recall, 
old recall, and vocabulary in the two groups, the intercorrelations being 
higher in the case of the senile psychotics, suggesting a more generalized 
memory disturbance (80). 

Organic deficit and disturbances in learning and memory are un- 
questionably characteristic of both groups, and certain qualitative dif- 
ferences seem to exist. Some writers (32) suggest that senile patients 
are more lacking in memory for present events, partly due to pathology 
in the impression process, and are also more lacking in learning ability 
than are the group of arteriosclerotics with psychosis. Reviews (27, 32) 
of the literature, however, have failed to reveal clear-cut differences in 
psychometric performance between the groups. It is of some interest 
in this connection that studies of aged brains at autopsy have yielded 
findings quite inconsistent with the clinical picture earlier present (57). 

Efforts on the part of psychologists to design instruments for the 
measurement of organic deficit have been rather unsuccessful. Although 
these tests appear at first glance to be based on a reasonable rationale, 
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recent validation studies have failed to demonstrate their value. The 
indices of deterioration are practically uncorrelated with one another 
(20, 23). They correlate practically zero with psychiatric ratings of 
deterioration: .24 in the case of the Shipley-Hartford Conceptualization 
Quotient, and —.002 in the case of the Wechsler-Bellevue index (55). 
Recent studies of deterioration, using earlier test scores as a reference 
point against which to judge actual deficit, have yielded undramatic 
results (11, 73). A recent review of research in psychodiagnostic meth- 
ods (56) stresses the need for continued study in this important prov- 
ince. 


Adjustment Problems of Middle and Later Maturity 


The periods of life are distinguished not by separate sets of psycho- 
logical principles, but by the kinds of adjustment problems typically 
faced at different ages, the nature of habits and abilities that people of 
various ages focus upon their problems, and the ways in which they 
resolve or fail to resolve these difficulties. "The details and specific cir- 
cumstances differ for the various age groups, and although psychological 
research is necessary to describe these differences, the psychological 
principles are the same. This section considers the kinds of adjustment 
which characterize the years of middle and later maturity, from perhaps 
40 or 50 onward. Here, systematic research is limited.* Discussion 
must accordingly be empirically oriented. 

Whether a “problem” is encountered depends upon the motivations, 
personality, and environmental circumstances peculiar to that person 
at that time. It does seem, however, that two types of problem are 
likely to occur in midmaturity: (1) problems of the “change of life” 
and (2) problems relating to vocational progress and increased eco- 
nomic need, Whether a menopause problem arises apparently depends 
upon a number of factors, including the rate of cessation of gonadal 
secretion, previous adjustment, and whether difficulties are “expected,” 
as well as upon the intensity of other stresses that may occur by chance 
at the same time. Numerous psychological symptoms are attributed 
to the menopause,’ but how frequently serious psychological or emo- 
tional problems arise, or whether they are more frequent during the 
40's than at other times, has not yet been established. The modal age 

4 Typical of recent efforts to identify problems of the adult years are the studies 
by Kerr and his associates (19), and by Havighurst (30). 

> The following symptoms have been culled from a survey of medical and psy 
chiatric descriptions and discussions of the menopause. Malaise, lack of interest, 
depressive states, indecision, excessive irritability, feelings of self-pity, fear of decreas- 
ing feminine attractiveness, nervousness, morbid worry, suspicion of husband, family, 
and friends, feelings of inferiority, changes in mood, decreased memory, lessened 
power of concentration, weeping spells, ideas of self-destruction, a tendency to worry 
over trifles, fault-finding, lack of plasticity, exaggerated sense of responsibility, 
apprehensiveness, inattention to dress. It will be noted that some of these symp- 


toms characterize “older people” rather than merely those passing through the 
climacteric, 
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for the beginning of the menopause in women appears to be between 
45 and 50 years (9, 78). Whether a comparable period occurs in men 
is debatable, but those who so believe place the time of its occurrence 
some years later than in the case of women. When the data (Figure 
17-6) for general nervousness and for emotionality, as measured by a 
psychological test, are inspected with reference to the modal menopause- 
age, no increase in emotional stress is evident. In fact one study (98) 
suggests the 45-50-year-group to be especially calm. In the writer's 
opinion, such data render suspect the accuracy of generalizations based 
upon clinical observations, presumably of those persons who did ex- 
perience stress and thus sought help from a physician. It may be, on 
the other hand, that many women experience transitory menopause 
symptoms but have sufficient stability of personality that no change is 
apparent on "personality tests" or to an observer. It is noteworthy that, 
of a thousand women interviewed after the menopause was over, 90 
per cent had lost no time from daily work ( 61). 

In certain instances it is possible that the menopause will be the 
occasion for anxiety and stress, not because of the physiological changes 
but because it emphasizes the fact that youth is waning. Frantic efforts 
to maintain a youthful appearance may reflect this anxiety. A re- 
organization of personal values may be necessary before an adequate 
adjustment is achieved. Although the existence of a male climacteric is 
not established, dissatisfactions and readjustments in the marital sphere 
may occur, even in the case of basically satisfactory marriages. Life may 
have settled into a doldrum of existence, and a feeling may arise in a 
marriage partner that time is running out and if a better arrangement 
is to be achieved it must be soon. Or, perhaps, extramarital affairs are 
initiated as attempts to capitalize whatever sexuality remains. The fol- 
lowing quotations * from replies by adults to a request to describe their 
personal problems illustrate these points: 


Married woman, age 40. “I think women my age dread middle 
age—I did myself—until I thought the idea out and realized that 
maturity has a great many opportunities for usefulness—so now I don’t 
even think about growing old. I’m much too busy.” 

Married man, age 43. “People of my age are apt to have domestic 
troubles. Husbands at my age are apt to feel that, on account of ad- 
vanced years, the romance of life is slipping away from them and they 
try to cling to it by plunging themselves into illegitimate love affairs.” 

Married woman, age 47. “Health. Probably because of the meno- 
pause we realize that life has not fulfilled its promise.” 

Married man, age 46. “So many men of my age seem to realize 
that their marriage is empty and lacking in the depth and richness 
that it could have. Apparently romance at home has ceased to exist, 
if it ever really did, and they are emotionally starved.” 


6 These quotations and similar ones appearing later in the chapter are from an 
unpublished survey made by the writer. Permission to publish this material is 
extended to The Ronald Press Company. 
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The probability of a second type of midmaturity problem is suggested 
by certain facts regarding vocational planning and adjustment. It has 
been repeatedly demonstrated that the vocational aspirations of high- 
school and college students are high, their salary expectations unrealistic, 
and their vocational planning haphazard. Presumably some time during 
the period of adult life the unrealistic nature of early aspirations becomes 
evident. In early adulthood, low-level, dead-end jobs can be looked 
upon as temporary steppingstones. But this is not the case by the late 
30’s or early 40’s. A youngster aspiring to be a bank executive takes a 
job as a bank clerk. If, at 40, he is still a clerk, readjustments in his 
vocational thinking are in order—if gradual acceptance of the situation 
has not already come about. There may be vocational dissatisfaction 
and restlessness, actual attempts to find a better job, an increased output 
of energy and effort to progress in the same job, or (perhaps most im- 
portant of all) an enforced bending downward of the aspiration level. 

The vocational picture is often further complicated by special eco- 
nomic demands which might have been foreseen but which now are 
urgent. Often the need relates to the care of children and the ac- 
cumulation of money for their education, often to a growing concern 
regarding personal economic security in old age, and frequently to special 
problems arising from responsibilities for the care of aged parents. 
Then, too, there is recognition by some that occupational demands are 
taking too much time, that many of the broader (and perhaps more 
satisfying) pleasures of life and of family are slipping by unappreciated. 
Statements made by men in their forties regarding items they consider 
their major personal problems are illustrative. 


Male, age 49. “Realization of lessening powers, and failure to 
achieve early ambitions and ideals.” 

Male, age 40. “Job quite satisfactory, but personal annoyance with 
self for unwillingness to break away from social surroundings for ad- 
vancement professionally.” 

Male, age 43. “Job dissatisfaction. Have not reached the point 
I had hoped for by this time in life. Many people experience a gen- 
eral Us cR if an evaluation of one's life, half-lived, gives negative 
results." 

Male, age 40. “Feeling that I might have accomplished more dur- 
ing last 20 years and impatience with self in that respect for known 
traits of passivity." 

Male, age 40. “Job—accumulation of frustration from desire to 
do a good job, and feeling that the conditions of work are preventing 
this; dissatisfied with present mode of existence but unable to make a 
change at present. Need more time for sharing of experience with 
both wife and children. Ambitions require more training and educa- 
tion for fulfillment." 


The remainder of this section will consider problems that occur late 
in life. Some evidence pertaining to the nature of these problems is to 
be found in those studies of what old people consider to be their major 
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worries and greatest sources of comfort, and in investigations of the 
concomitants of good adjustment in old age. In Table 17-3 are given 
the percentage distributions of the answers a group of old-age pensioners 
in New York State gave to the questions: “What do you think is the 
greatest comfort to you in your old age?” and “What has worried you 
most in your old age?” Among the major comforts (and in this order 
of frequency) were family relationships and friends, material comforts, 
religion, and “own home.” Among the major worries were financial 
worries and dependence, concern for spouse or family, poor health, and 
physical dependence. In two investigations attempts were made to 
discover what characteristics were related to level of adjustment in old 
age. Both studies (43, 66) agree that the well adjusted had plenty of 
work to do and liked it, were in better health, had more social contacts, 
hobbies, and recreations. It may well be that when these items are 
lacking, problems arise. 
TABLE 17-3 


Tur ExreNT To Wurtcn Various CONDITIONS AND CIRCUMSTANCES CONSTITUTE 
Sources or COMFORT AND Worry FOR AN AGED GROUP * 


Percent Percent 
Greatest Comforts of Total Greatest Worries of Total 
in Old Age Items in Old Age Items 
Family relationships Financial worries 
and friends 351 and dependence 48.4 
Material comforts 21.0 Concern for spouse 
or family 20.9 
Religion 13.8 Poor health and 
physical dependence 18.4 
Own home 12.7 Unable to work 6.0 
Reverie 6.0 Family relationships, 
estrangements, etc. 5.0 
Good health 48 Death il 
Work 3.3 
Reading 3.3 
100.0 100.0 


* Adapted from Morgan (66) by permission of The American Psychological 
Association, publishers of The Archives of Psychology. 


Summarily, scattered findings from studies such as the above, 
numerous observations, discursive articles regarding the old, and pre- 
liminary unpublished surveys of problems of adults at all ages made by 
this writer suggest that many of the problems of old age fall into four 
categories: (1) those stemming from the disruption of broad habit pat- 
terns resulting from change in environmental pressures; (2) problems 
of maintaining personal autonomy and independence; (3) curtailment 
of activities resulting from ill-health and mental and physical decline; 
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and (4) problems relating to concepts of the self and philosophy of life. 
Obviously these groups are not mutually exclusive; they overlap in 


numerous ways and some are ramifications of others. The following 
excerpt written by a woman of 74 is illustrative of these points: 


My chief anxiety of worry as I approached old age was the loss of 
my capacity due to illness, and thereby loss of independence in thought 
and action. Having been left a widow at 40 with two young children 
to support and educate, and, after being released from that responsi- 
bility, having to be the main support of aged parents prevented me 
from accumulating enough to make me independent in my old age. 
God never gave a woman a better son-in-law or a sweeter daughter, 
but having lived in distant states since their marriage 20 years ago, 
our children are almost strangers. You have no tastes in common and 
above all your children rush you into the grave with mistaken kindness 
with their *don'ts"—trying to spare you instead of letting elderly 
people do what and as much as they are able of the things they like and 
enjoy. My mother died at 90, four years ago, and I can look back and 
see how I was unkind to her in the same way. I talked with a friend 
recently who said she tried to give her mother a "lady's" life, but if she 
had her back, she would let her take in washings if it would make her 
happy. The terrible let-down from an active, busy, full-day life is 
something that has to be experienced to be appreciated, but then in- 
dividual temperaments vary and can’t be judged as a whole . . . So 
when I feel that my body is imprisoned by don’ts and more don’ts, my 
mind and spirit is my own and free to wander over the pleasant ex- 
periences of the past. My work, though hard and exacting, was always 
a joy to me, and my great regret is that I could not have continued on 
until I dropped in the harness. 


Clinical Efforts to Improvement Adjustment in Old Age 


It is beyond the scope of this chapter to discuss in detail the pro- 
cedures by which the status of an individual old person can be assessed 
and how his adjustment can be bettered. The general clinical pro- 
cedures discussed in this volume are appropriate at this age as at others. 
In general, however, two basic problems confront the clinician who 
works with elderly clients: (1) how to determine the client’s status as 
compared to others of his age and to himself at an earlier age, and from 
such evaluation to determine the probability of and the most appropriate 
techniques for his rehabilitation; (2) how to arrange the environment 
so that an old person incapable of major rehabilitation can function at 
a satisfactory level of adjustment, or how to affect rehabilitation of the 
person himself so that he can live a fuller, more effective life in his 
present environment. It is in connection with these two basic problems 
that specialized psychological and sociological knowledge concerning 
the old must supplement skill in general clinical procedures. 

Despite the advances already made, techniques for measuring the 
psychological status of the old, and techniques for promoting their 
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rehabilitation, are at present in exploratory stages. A major need is the 
development of standardized procedures for evaluating the various as- 
pects of personality and ability that are possessed by the older person. 
Age changes in normal personality are such that norms for current tests, 
standardized on college groups or other young adults, do not apply to 
older groups. Indeed, the diagnostic significance of a particular response 
may be quite different at 60 as compared with 20. An examination of 
the normative data for the Rorschach test reveals mainly a confusion 
as to adult reference points for assessing the meaning of responses by 
old age groups. 

There is also the extremely important and difficult task of judging 
the direction and rate of change which has characterized the aging of a 
client. The latter information is, for many purposes, of greater clinical 
significance than the determination of present status in the age group. 
In the measurement of mental abilities advantage has been taken of 
the fact that all abilities do not decline at the same tate. A comparison 
of the discrepancy between the performance of an individual on those 
tests that typically “hold up” with age and his performance on those 
which typically decline thus gives some indication (when compared 
with age norms of expected discrepancies) as to the existence of and the 
degree of deterioration (2, 25, 96). Comment has already been made 
as to the present inadequacy of these measures. 

The groundwork for measures designed to assess age changes in 
interest patterns has been laid by research with The Strong Vocational 
Interest Blank (89), but in general little or no progress has been made 
in the standardized measurement of nonintellectual changes with age 
for clinical purposes. This, of course, is not to say that existing tests 
are inappropriate for use with oldsters, but rather that their usefulness 
has not been explored. In the absence of standardized procedures the 
clinician must depend, more exclusively than he perhaps otherwise 
would, upon life history materials obtained both from the old person 
and from his relatives and associates, and upon such devices as schedules 
of use of time which the client may be asked to keep for a week or so. 
Although standardized test procedures are not to be neglected when 
available, sound clinical judgment can be reached on other less formal 
bases. In many instances standard tests may be profitably used in an 
unstandardized fashion as a routine systematic "interview" to be fol- 
lowed by oral probing. 

With reference to psychological rehabilitation of the aged, the first 
point to emphasize is that improvement is possible and worth while. 
The use of psychoanalysis with the elderly was likely retarded by Freud’s 
published statement to the effect that the old has so much material to 
be worked through that it would be an endless task and that they were, 
in any event, too rigid to be markedly influenced. Since that time 
various attempts to treat elderly patients by means of psychoanalysis 
have apparently met with some success (1, 35). Senile dementia 1s 
considered to be an irreversible process once well started (74), but 
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certain other conditions often confused with senile psychoses because 
they occur in some instances late in life may be susceptible to treatment. 
A recent review of psychopathology in later life (27) concludes that 
treatment in old age is often successful, in varying degrees, although 
recovery from manic-depressive psychoses and involutional psychoses is 
found to be more complete in relatively younger patients (27). Subjects 
showing comparatively severe symptoms of schizophrenic or paranoid 
nature and those whose illness has been long established tend to have 
a poor prognosis (27). Standard methods of treatment described in 
this volume appear to have been used successfully with the aged. 
General counseling procedures also seem to have considerable merit 
at advanced ages. Techniques of rehabilitation in the latter instance 
consist largely in stimulating the older person to active participation in 
living. Something is to be gained even from routine exercises designed 
to stimulate mental activities; but in the main, activity, to have most 
therapeutic value, must be sustained and goal-directed. Participation 
in political clubs, in discussion groups, in some special interest group 
is often the means of developing a “cause” or a purpose which stimulates 
new learning. The older person who has “slipped” needs to regain his 
hold on life and to be forward-looking in his orientation. Inactivity and 
living in the past are hindrances to good adjustment. The specific 
techniques of rehabilitation used in the San Francisco Old Age Counsel- 
ing Center have been described in detail in a small Handbook (59), and 
illustrated by case histories and projects in a more recently published 
work (14). A general discussion of the psychological guidance of old 
people by another worker (47) contains many practical suggestions. 


Challenge and Opportunity: A Summary 


It is appropriate in the concluding paragraphs of this chapter to 
emphasize the challenge and opportunity—both for the clinician and 
the research worker—in the developing field of aging to suggest some of 
the broader implications of work in this field, and to voice a caution. 
The rapidity with which the population is aging, the lack of programs 
to promote the welfare of the old, and the exploratory status of the 
sciences of gerontology underscore the urgent need that exists. 

The field is so new, however, that the patterns for employment of 
specialists in old-age counseling have not yet been established. A dis- 
cussion (46) of opportunities for psychologists indicates the need in 
old-age homes; in old-age counseling centers; in consulting work for 
business, for industry, and for governmental agencies; in adult education 
and community centers; and in hospitals for the mentally and chronically 
ill. It is probable, too, that there will be an increasing demand from 
college and university departments of psychology and human develop- 
ment research centers for staff specializing in the psychology of maturity 
and old age. In the main, however, it appears that at present the clini- 
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cian who wishes to specialize in problems such as these will fare best 
by associating himself with an established clinic and then through his 
interest and special competence develop the opportunity he desires. 

It would be unfortunate, however, if the new concern for the aged 
should result in an overemphasis on the years beyond 65 or 70, and a 
neglect of the important years between 20 and 65, or in an overemphasis 
upon clinical procedures at the expense of basic research. It is in the 
years of young and middle maturity that many of the problems of the 
aged have their origin, and it is in these earlier years that measures to 
help the old are most fruitful. Old age will be understood most ade- 
quately, and the problems of concern to the clinician most readily alle- 
viated, if they are studied in the light of the aging process. Nor should 
the broader relevancy of an understanding of the psychology of adult 
years be overlooked. Not infrequently the clinician working in a child 
guidance center will discover that the real problem is the parent—or 
even the grandparent—in the home rather than the child. And the 
specialist in human development will find an understanding of per- 
sonality changes through the life span of prime importance in assessing 
the nature of personality development during any phase of life. In the 
psychology of human development as in a jigsaw puzzle, a single seg- 
ment takes on new meaning when seen as a part of the larger picture. 
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PART IV 
` TREATMENT APPROACHES 


Chapter 18 
PSYCHOTHERAPY: AN OVERVIEW 


By Jonn G. Warxins, Pu.D. 


Lam PRECEDING chapters have surveyed the several classes of behavior 
disorders most often encountered by the clinician and have outlined the 
major approaches used in the evaluation of these conditions. This 
chapter is concerned solely with an overview of treatment procedures. 
It will in broad outline describe major problems relating to psycho- 
therapy, touching lightly on many aspects, and leaving more detailed 
discussion for succeeding chapters. The aim here is thus to provide a 
general framework by means of which one can orient later intensive 
study of the goals and specific procedures which the psychologist can 
use to give his client the opportunity to modify maladaptive behavior. 

“Psychotherapy,” as a term, most literally means “treatment of the 
psyche,” but because emotional illness, psychogenic in nature, is some- 
times treated by physiological procedures, current usage restricts the 
concept to treatment by psychological methods. Electric shock, accord- 
ingly, is not considered psychotherapy. In most psychotherapeutic ap- 
proaches, talk, as the medium of communication, is the essential com- 
ponent. There are, however, treatment procedures (see Chapter 24) 
that are entirely nonverbal. It follows that current usage dictates with 
greater readiness the application of the term “psychotherapy” to those 
verbal interchanges between client and therapist. More broadly, it is 
correct but less customary to designate any approach as psychotherapeu- 
tic when psychological methods per se are applied. 

That the interaction between two individuals through verbal com- 
munication can have beneficial effects on the emotions of one or both 
has been known for centuries. The early Greeks used music and the 
drama as devices to expedite the expression and understanding of human 
frailties. Physicians in all historical periods learned from experience 
rather than by systematic training how to help patients by relieving 
fears and anxieties. Throughout the medieval period the confessing of 
problems to the clergy served as a form of psychotherapy for the sufferers 
of those generations. In the eighteenth century Pinel in France intro- 
duced kindness, understanding, and decency to the asylums of the day. 
In 1778 Anton Mesmer demonstrated that words, spoken to a patient 
under hypnosis, could heal. But it was not until the later years of the 
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last century that such men as Charcot (6), Bernheim (4), Janet (27), 
and their colleagues began to focus their attentions upon what we now 
call psychotherapeutic procedures. This movement, culminating in the 
monumental work by Freud and his students is the first that can be 
considered broadly scientific and empirical in approach. During the past 
century many techniques and systematic approaches have been devel- 
oped, selected ones of which will be considered below. This science (or 
drt as some prefer to call it) of psychotherapy is thus only about a half 
century old. It is scarcely surprising then that the field is filled with 
confusion, contradiction, and controversy, and that there are more 
queries than answers. Yet, throughout this apparent chaos, certain 
fairly consistent trends of general agreement have emerged. 

General physicians and psychiatrists use the term psychotherapy in 
agreement with the medical teachings, largely somatogenic in view, of 
our times, From this vantage point it is usually defined as “the treat- 
ment of mental illness.” Psychologists who have come from the ex- 
perimental laboratory and from the academic field often speak of coun- 
seling. Both refer to the interaction of two people communicating for 
the purpose of alleviating psychological conflict and distress. Thus, 
psychologists are more prone to think of treatment as a re-educative 
process. No clear-cut distinction can be made, however, inasmuch as 
both terms may refer to similar if not identical procedures. There are 
certain implications, nonetheless, that delimit and narrow the concept 
of counseling. First, counseling usually refers to the solution of a 
"normal" problem, or at least to one involving little or no psychopa- 
thology. Hence, one could speak of counseling a person who has minor 
difficulties in interpersonal relationships. We could, in contrast, apply 
the term psychotherapy to the intensive and complex process required 
to treat a person suffering from a severe obsessive-compulsive neurosis 
(see Chapter 15). Second, psychotherapy ordinarily undertakes, in 
goal at least, a more drastic reorganization in personality structure than 
is planned in counseling. Those who "counsel" usually think of their 
help in more limited terms. And, finally, certain procedures such as 
psychoanalysis, psychodrama, narcosynthesis, and others that involve 
complicated methods are customarily considered "psychotherapy." In 
general, then, the distinction is largely one of degree as related to the 
type and extent of the personality disorder, goals of treatment, and the 
complexity of the techniques in use. 


Psychotherapy: The Process 


At this point one can ask “What does psychotherapy try to do?” 
The obvious answer is to free the patient from his symptoms. This 
goal is legitimate as far as it goes. In preceding chapters, however, it 
has been repeatedly shown that there is much more to emotional illness 
than mere symptoms. The goals, accordingly, must aim at the resolu- 
tion of more basic etiological forces. To complicate matters, different 
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“schools” of psychctherapy have variously emphasized different objec- 
tives. Yet the overlap between those that treat the same behavior 
problems from radically different conceptual frameworks is clearly noted 
in the following illustrative but incomplete list of therapeutic goals: 
adjustment to work; adjustment to reality; self-realization; personal 
maturity; orgastic potency; the ability to give and receive love; the ability 
to have “good” interpersonal relationships; the ability to adjust to 
society; and freedom from internal conflict. ‘These can be grouped under 
such general headings as: (1) therapeutic approaches which visualize 
as their goal the relief of the patient from anxiety, symptoms, conflicts, 
and distress; (2) those which aim at building a feeling of adequacy of the 
self, self-integration, personal maturity, and orgastic competence; (3) 
those in which emphasis is placed upon the relationships with others, 
including the ability to give and receive love, the ability to respond 
empathically to others in a reality-oriented manner, to perceive and to 
react to others at a mature level; and (4) those systems which set the 
goal as equivalent to adjustment by the client to society, its demands, 
its work opportunities, its laws, and its culture. 

It is recognized that none of the major systems of psychotherapy 
aims at any single objective to the exclusion of others. Therapists of 
every “school” would agree that all the purposes listed above are legiti- 
mate and that they seek to achieve as many of them as possible. Their 
differences, however, lie in the emphasis placed upon one or another 
of these as centers of gravity. Obviously, then, the process of psycho- 
therapy can be viewed in different ways. One therapist, for example, 
thinks of it in terms of learning theory. He regards himself as a teacher 
and treatment as a type of emotional relearning. Another clinician sees 
in psychotherapy a problem of perceptual reorganization, a forming of 
new Gestalten and new figure-ground ties. His task is to direct the 
patient’s attention toward inadequacies and inefficiencies in his percep- 
tion of objects, events, and people, both past and present. Other 
therapists assume that the task is to free the patient to mobilize his 
resources and redirect his own energies toward goals of greater self-inte- 
gration and improved social adjustment. To still others treatment 
means probing and exploring the unconscious processes the better to 
expose hidden conflicts and to resolve underlying tensions. In fact some 
therapists see the restorative forces as arising largely in the patient, with 
their own roles as catalytic. Others conceive of themselves as "giving" 
or “loaning” support, energies, and understandings to an ego-weakened 
patient. Indeed, the way one views the process relates clearly and 
directly to his own theoretical frame of reference. Different approaches 
to treatment have been erected upon each of the different systematic 
theories of behavior as described in Chapter 2 and as illustrated in 
Chapter 3. ! 

Even so, in all systematic views we see a distressed patient communi- 
cating with an attentive therapist in a close and confidential relationship. 
We see the therapist as a sincere person who is trying to understand his 
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client in the light of a chosen reference frame. At times during this 
verbal interaction (called variously the “therapeutic interview, session, 
or hour”) the therapist imparts a bit of his understanding to the patient 
in the form of suggestions, advice, hints, interpretations, reflections of 
feeling, or some other reaction which he considers appropriate in light 
of his own grasp of the patient’s problem, his theoretical view, and his 
technical skill. If the therapy is successful, the patient uses the thera- 
pist’s reactions to modify his behavior in some way, to alter his attitudes 
toward himself and others, to mobilize resources, or merely "to muster 
his courage." He lives more happily. 

The psychotherapeutic process cannot today be described more de- 
finitively. One can consider, both in this and in succeeding chapters, the 
specific differences in theory and technique which are so closely asso- 
ciated with the various schools of psychotherapy. Perhaps, as in the 
story of the blind men and the elephant, we are all looking at varied 
aspects of the same phenomenon and talking about it in different words. 
One might well then look for similarities and overlap between the 
numerous procedures. All too often attention focuses upon differences. 


The Psychotherapist 


An eminent psychiatrist recently estimated that there were only about 
a thousand competent psychotherapists in the United States. While 
his standards of estimated competence may have been too high, it is 
still overwhelmingly apparent that there are far too few trained people 
to help those who need it. Membership in the American Psychiatric 
Association numbers about 7,000, but not all of these can be said to be 
trained in psychotherapeutic procedures. The number of qualified 
psychoanalysts, both medical and lay, is under 500, while the number 
of clinical psychologists skilled in therapeusis probably does not exceed 
1000. If one adds the psychiatric social workers and the psychological 
counselors (as well as those members of other disciplines, such as in the 
ministry, who are prepared to give limited therapeutic help), there are 
in estimate less than 10,000 therapists at midcentury. If one compares 
this estimate with the 200,000 physicians currently caring for the nation's 
physical ills, then the need for additional psychotherapists is indeed 
highlighted. 

What are the personal qualifications for the psychotherapist? Some- 
one has facetiously defined psychotherapy as the interaction of two 
people, one of whom is less sick than the other. It is scarcely necessary 
to defend the thesis that he who treats should be a better adjusted 
person than the client. This, however, has not always been the case. A 
few people with strong unresolved emotional problems seek to enter 
this field as a means of trying to solve their own difficulties. "These dis- 
turbed people, if admitted, might then project their own problems in 
their dealings with clients. It is axiomatic that the therapist must be 
reasonably free from severe emotional problems, either by “nature” or 
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through successful, intensive, personal therapy. In fact, certain spe- 
cialists maintain that the latter is preferable. At any rate, in describing 
the successful therapist we find such adjectives as human, warm, accept- 
ing, understanding, tolerant, and kind. Inasmuch as therapy is often 
viewed as a form of parental “te-rearing,” it appears that the therapist 
might be likened to the good parent who is helpful without being over- 
controlling and dominating. He needs to be able to form with his 
patient the kind of relationship that corrects the harm already done, 
at least in part, by bad parents. He is motivated by the desire to help 
others rather than by the need to resolve personal conflicts and by 
economic gain. 

'The modern psychotherapist has arrived in this profession by one 
o£ several educational routes and, hence, he may hold membership in 
one of several professional disciplines. Among these routes are the 
following. Psychiatry, in retrospect, has been the most closely identified 
with psychotherapeusis. The psychiatrist, as a doctor of medicine, has 
extended his study of organic pathology into the field of mental illness. 
Not all psychiatrists, however, practice psychotherapy, some preferring 
either because of inclination or lack of training in its methods to ap- 
proach the problem of the behavior disorders by way of physical medi- 
cine. The psychoanalyst is ordinarily a psychiatrist who has completed 
a psychoanalytic course of training involving a personal analysis followed 
by a combination of courses, seminars, and the conducting of several 
analyses under the close supervision of an experienced (“training”) 
analyst. In America, as contrasted with Europe, most analysts possess 
the M.D. degree. The nonmedical, lay analyst is much more often en- 
countered in European countries. The policy of the American Psycho- 
analytic Association today is to reject as candidates for training those 
who are not physicians. A few training centers, notably that developed 
by Theodore Reik (39), are accepting psychologists for analytic train- 
ing. 
Clinical psychologists, relatively new to the contemporary scene, 
ordinarily possess the Ph.D. degree with one or more ycars of internship 
experience in clinical settings. 'These are minimal requirements (16). 
Psychologists in the past have emphasized diagnostic testing and re- 
search as their chief functions, but recently considerable interest in all 
aspects of psychotherapy has appeared. Few training programs n 
therapy have as yet developed for clinical psychologists, but both training 
and supervision are available in various university centers, Veterans 
Administration clinics and hospitals, and in other psychiatric installa- 
tions, including the United States Public Health Service and the state 
hospitals. Closely allied with clinical psychology are the counselors who 
often operate in a high school or college guidance center. They have 
generally limited themselves to types of noncrippling emotional prob- 
lems; they may or may not possess the doctoral degree. Current stand- 
ards in the federal service for both clinical psychologists and counseling 
psychologists, however, require the doctorate. 
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The psychiatrie social worker has come from the profession of social 
work. In various clinics these specialists often undertake therapy with 
patients as well as adjunctive therapy with members of the client’s 
family. The psychiatric nurse, by virtue of her strategic position on the 
hospital ward, has almost unlimited opportunity to offer psychotherapy, 
usually supportive in kind, to those in her care. There is, accordingly, 
a marked trend toward preparing selected members of the nursing pro- 
fession for this role, which integrates well with other nursing functions. 
The psychiatric aide (“the ward attendant") is in constant contact with 
patients. His influence can be either helpful or harmful. Training 
courses hence orient these assistants and help them acquire salutary 
attitudes and ward practices. Psychotherapy is also performed by the 
general medical practitioner and by the pastoral counselor, often without 
either so recognizing it as such. 

The practice of psychotherapy by psychologists is usually conducted 
within recognized institutions, such as psychiatric hospitals, mental hy- 
giene clinics, child guidance clinics, university training centers, counsel- 
ing centers, institutions for the mentally defective, schools for child and 
adult rehabilitation, and penitentiaries. Of recent note is the tendency 
for medical and surgical services of general hospitals, and even tubercu- 
losis centers, to seek the diagnostic and therapeutic services of the clinical 
psychologist. Here, oftentimes, his role is that of a psychological con- 
sultant to the physician. 

The independent private practice of psychotherapy by psychologists 
is opposed at the present time by the American Psychiatric Association. 
The American Psychological Association has taken the position that 
when it involves the treatment of conditions more severe than those of 
a mild nature, such as educational, vocational, or simple personal malad- 
justments, it should always include medical collaboration. It is further 
recognized that only those psychologists who have had many years of 
seasoned therapeutic experience such as might be expected in the indi- 
vidual qualified as a diplomate by the American Board of Examiners in 
Professional Psychology, should undertake to operate outside the usual 
institutional safeguards. A few psychologists have found mutually 
profitable situations in private practice in association with a psychiatrist 
or physician. 

It must be recognized that in those states where there is no licensing 
of psychologists (which at the present time includes most of them) the 
psychologist operates without a legal mandate, even though in general 
there are no laws specifically forbidding his type of therapeutic assistance. 
One of the greatest limitations is that there is no provision for the rights 
of privileged communication. This means that the psychologist might 
be brought into court to testify against clients, since psychologists do 
not yet receive the protection that physicians, lawyers, ministers, and 
certain other professional persons do. 

It is increasingly clear that the collaboration of those from several 
disciplines in the treatment of the emotionally ill is most efficient. This 
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is true regardless of the vantage point taken by the specialist. ‘This 
therapeutic team ordinarily consists of the psychiatrist, the clinical psy- 
chologist, and the psychiatric social worker. A division of services during 
the diagnostic or evaluative period, followed by many consultations 
during the subsequent therapeutic interval, is the usual procedure. For 
example, a new patient at a mental hygiene clinic is initially interviewed 
by the psychiatrist who makes a medical and psychiatric evaluation of 
the client and his problem. He is followed by the psychiatric social 
worker who gathers an extensive social history. The psychologist then 
administers a battery of psychological tests and prepares a psychological 
report (see Chapter 4). The three then meet at a general staff con- 
ference. They compare their findings, arrive at a diagnosis or evaluation, 
and outline the therapeutic plan. The patient is then usually assigned 
to one of the team members, the assignment being determined by the 
extent and types of experience of the therapists available. This therapist 
carries the case in regular treatment interviews, reporting to the group 
at periodic intervals for an evaluation of the progress and for suggestions 
as to handling. This team approach has much to recommend it. There 
are many who believe it superior to the individual practice of psycho- 
therapy by either the psychiatrist or the psychologist. It is, however, 
still confined largely to state and government installations and so has 
not yet become the prevalent pattern in the private practice of psycho- 
therapy. Treatment in the state and federal institutions, of course, may 
include additional personnel within the team’s framework. These par- 
ticipants and their roles are discussed in Chapter 24. 


The Treatment Setting 


For what kinds of behavior deviations is psychotherapy recommended? 
In the past, the psychoneuroses were alone considered suitable for this 
approach. Lately, however, these techniques are increasingly applied 
to an ever-widening variety of disturbances. It has been found possible, 
for example, to treat the psychoses successfully, as indicated by numer- 
ous relatively recent studies and reports (12, 19, 44). The character 
disorders, including the so-called psychopathic personality, have been. 
considered in the past as untreatable, but recent efforts via psychotherapy 
have upon occasion been successful (see Chapter 16). The entire 
range of psychophysiologic disorders (see Chapter 11), such as emotion- 
ally caused disturbances of the gastro-intestinal tract, the cardiovascular 
system, the skin, hypertension, and the allergies are now believed to 
involve elements that are subject to improvement by psychotherapy 
which accompanies the usual medical therapies (1, 54). Finally, condi- 
tions such as the disorders of the elderly, epilepsy, and even tuberculosis 
have upon occasion been improved by certain of these approaches. At 
present, then, one cannot delimit with finality the types of disorders 
that may respond to this medium of verbal interaction called psycho- 


therapy. 
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When the patient is evaluated within the usual team framework, 
certain strategic decisions are made at the intake staff conference, which 
ordinarily occurs after the psychiatric interview, the social history, and 
the psychological examinations have been completed. These decisions 
include the selection of a team member for designation as the patient's 
therapist as well as the determination of such precautions and safe- 
guards as may be necessary to protect the client. Decisions as to hospi- 
talization as opposed to outpatient management are made. General 
approaches to treatment are laid down; recommendations for supportive, 
intensive, brief or active therapy, hypnotherapy, environmental manipu- 
lation, or progressive relaxation, for example, are indicated. The com- 
bined skills of the team members are made available to the therapist 
relative to possible dangers in the therapeutic approach, the role ad- 
judged most desirable for the therapist to play, and the major problems 
to be worked through as well as those to be avoided. Other decisions 
can include the frequency of the interviews per week and the extent of 
supervision that the therapist may require. The latter depends in part 
on such factors as the experience of the therapist, the severity of the 
client's condition, and other variables. 

The supervision of the psychotherapist raises many questions. It is 
given for a number of reasons. First, in the hospital or clinic setting, 
the psychiatrist, who must carry the medical (and hence legal) respon- 
sibility for the patient's management, can keep informed as to the 
progress of the case and can bring to bear his medical experience and 
clinical judgment. Second, the therapist, especially the inexperienced 
one, can be helped to avoid mistakes, thereby increasing his effectiveness. 
Finally, the neophyte will have the opportunity to advance his skill 
through his interaction with more experienced workers. The supervisor 
can direct the young therapist's attention to many facets of his relation- 
ship with his patient, thereby increasing his sensitivity and alerting him 
to potential blind spots ("therapeutic scotoma"). All this can assist 
him to learn his own assets and liabilities in the therapeutic setting. In 
addition, the patient profits from the combined attentions given by two 
professional clinicians. This intensive "tactical level" supervision may 
upon occasion be given by a psychiatrist, another psychologist, or a 
member of another discipline, such as a therapeutically skilled social 
worker. At this level it is the skill and experience of the supervisor, 
combined with the relationship established between therapist and super- 
visor, that matters rather than the latter's professional group membership. 

The attitudes of supervisors vary. Some conceive of supervision as 
the close observation of the young therapist, imparting to him a greater 
understanding of his patient and the therapeutic relationship, seeing to 
it that he does not make mistakes, and teaching him on the spot particu- 
lar techniques useful in a given case at a specified time. Other supervisors 
view the supervisory relationship as a growth situation similar to psy- 
chotherapy itself in which both members, through interaction, improve 
their capacities to interrelate. From this viewpoint the patient at times 
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seems somewhat secondary to the interpersonal relationships between 
supervisor and supervisee. Perhaps the majority of supervisors function 
somewhere between these two attitudes. 

To implement supervision various devices are often used. The stu- 
dent therapist may report the details of each therapeutic session from 
memory or from notes. The supervisor sometimes listens to recordings 
of the sessions or he may observe them directly through a one-way vision 
screen. On the other hand, the supervisor may himself conduct thera- 
peutic interviews with his own patients before such a screen. This 
enables the trainee to see how the supervisor functions in the therapeutic 
setting. Group therapy, too, has been found quite effective as a teaching 
device. The younger therapist joins the group as an observer-participant, 
gradually taking over more and more responsibilities for its management. 
The supervising therapist at the same time participates less and may 
finally leave the group. 

Multiple therapy (9, 50) has been suggested as a device by which 
several therapists simultaneously treat one client. The potentialities for 
teaching and supervision here are obvious. Korner and Brown (29) 
have experimented with the device whereby the therapist uses a hearing 
aid connected to a microphone in the adjoining room. The supervisor, 
who is both observing the session through a one-way vision screen and 
also listening to it, can thus unobtrusively offer suggestions as the need 
arises to his younger colleague. It is, at any rate, in this process of 
supervision (or “controls” as it is termed in psychoanalytic training 
centers) where most of the learning of therapeutic technique occurs. 
Here the inexperienced therapist can share the experiences of the senior 
clinician and develop best his own skills and sensitivities. Psycho- 
therapy cannot be learned merely from reading. The opportunity to 
work with the experienced psychotherapist is a privilege to be sought 
after by the clinician-in-training. 


Approaches to Psychotherapy: Theory and Technique 


The various therapeutic approaches are divided for convenience into 
those which are largely supportive and those whose aim is a more signifi- 
cant and permanent reorganization of the client’s personality structure. 
The latter are often termed reconstructive. It is recognized that in any 
supportive approach one can find reconstructive elements just as one 
can find supportive elements in the reconstructive or intensive approach. 
It is accordingly not possible to categorize exactly any one procedure. 
We might, however, conveniently define these two broad classes as 
follows. Supportive therapies include those methods which aim at re- 
lieving symptoms by the use of motivation, suppression, ego-strengthen- 
ing, and re-education without altering the basic personality structure. 
Reconstructive therapies include those procedures which attempt the 
indirect relief of symptoms through a significant reorganization of the 
patient’s customary modes of personality interaction with others. This 


492 AN INTRODUCTION TO CLINICAL PSYCHOLOGY [18 


usually occurs in a close interpersonal relationship with the therapist. 
Self-understanding, or insight into inner motivations, generally accom- 
panies this process. Certain therapists consider this “insight” the agent 
causing the emotional growth; others consider it a byproduct of progress 
in personal development. By virtue of these definitive statements Table 
18-1 has been arranged to designate the various approaches considered 
primarily supportive or reconstructive. Certain ones, of course, clearly 
fall within one category or the other, while others are sufficiently border- 
line as to leave room for controversy. 

To differentiate these two classes at the level of personality theory, 
one can refer to the reference frame developed by Federn (12) and Weiss 
(53), who describe personality in terms of postulated economic, dy- 
namic, and topographical aspects. By economic is meant the amount of 
energy invested in any drive or psychological state. By dynamic they 
refer to the direction and pattern of energy interaction and, hence, to 
the structure of the drives and defensive maneuvers. Topography refers 
to the attitudinal positions, such as the investments of love and hate, 
in an individual (libido positions). These latter characteristics are 
considered to be structured at deep and unconscious levels. From this 
viewpoint, supportive procedures are those which change the economic 
picture by making available more energy for the patient’s defensive 
maneuvers to the point where they can once again work, or which alter 
the dynamic interaction by substituting one defense for another. ‘These 
procedures would not change the basic topography. On the other hand, 
it is apparent that the reconstructive therapies aim at a more permanent 
and comprehensive revision involving not only the economic and dy- 
namic, but also topographical changes. In psychoanalytic circles this 
is referred to as altering “the basic character structure.” 

Attention is now turned to a brief characterization of those suppor- 
tive and reconstructive approaches listed in Table 18-1. Because the 
following chapters consider in detail the most often used techniques, 
few details will here be offered relative to the directive, nondirective, 
psychoanalytic, play, and group approaches. Only those less often en- 
countered and those of historical interest by virtue of the light they 
shed on current methods have been chosen for elaboration. Table 
18-1, nonetheless, provides, summarily, an inventory of the techniques 
one is most likely to encounter either in one’s reading or in clinical 
practice. 


Supportive Psychotherapeutic Techniques. Advice, suggestion, re- 
assurance, and persuasion, as Thorne (49) has indicated, can be effective 
when properly and appropriately used. These methods, however, have 
their limitations inasmuch as their use by the inexperienced can preclude 
an awareness of deeper problems presented by the unsophisticated and 
inarticulate client. The ability to infuse the client with encouragement 
and to stimulate the determination to get well is a valued attribute of 
the skillful therapist, Like the good teacher who uses motivation as the 
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TABLE 18-1 
A List or Supportive AND RECONSTRUCTIVE TECHNIQUES 
(The number following each listing indicates the chapter in which the approach 


is discussed.) 


1, Supportive METHODS 


Suggestion and advice (18, 19) 

Reassurance (18, 19) 

Persuasion and reasoning (18) 

Motivational procedures: rewards and 
punishments (19, 22, 23, 24) 

Recreation (24) 

Rest (18) 

Progressive relaxation (18, 19) 

Desensitization (19) 

Verbal catharsis and abreaction (18, 
19, 20, 21) 

Hypnotherapy (18) 

Environmental manipulation (19, 23, 
24) 

Correction of physical defects (12) 

Placebos (18, 19, 24) 

Bibliotherapy (19, 24) 

Re-education: conditioned reflex 
therapy (18) 

Physiotherapy (24) 

Occupational therapy (22, 24) 

Dance therapy (24) 

Music therapy (24) 

hs types of group therapy (20, 22, 
2 


Religious approaches: pastoral counsel- 
ing (18, 24) 


2. RECONSTRUCTIVE METHODS 


Psychoanalysis and its modifications 
(18, 21, 22, 23) 
Sullivan’s Interpersonal Relationship 
Therapy (18, 21, 22) 

Horney's Approach (18, 21) 

The Chicago School (18, 21) 

Stekel’s Intuitive Approach (18) 

Ferenczi’s Active Methods (18) 

Herzberg’s Activity Psychotherapy 

(18) 
Karpman’s Objective Psychotherapy 
(18) 

Deutsch’s Sector Analysis (18) 

Mowrer’s Approach (3, 18) 

Reich’s Character Analysis (18, 21) 

Reich's Character-Analytic Vegeto- 

therapy (18) 
Federn’s Ego Psychology (18, 24) 
Jungian Analytical Psychology (21) 
‘Adler’s Individual Psychology (21) 
Rankian Will Therapy (18, 20, 23) 
Client-centered (nondirective) Therapy 
(20, 22, 23) 

Whitaker and Malone’s Experiential 
Therapy (18) 

Meyers Psychobiology: Distributive 
Analysis and Synthesis (18) 

Hypnoanalysis (18) 

Narcoanalysis and Narcosynthesis (18, 
19) 

Play Therapies and related techniques 
23 


Levy’s Release Therapy (23) 
Psychodrama (19, 22, 23) 
Analytical Group Therapies (22, 23) 
General Semantics (18, 19) 

Gestalt Therapy (18) 


core of the learning process, the effective therapist finds that motivated 
patients progress much more rapidly and successfully than those whose 


interest in treatment lags. 


Rewards and punishments in the form of 


praise given or withheld can be highly effective. A change in living 
activities in the direction of rest and recreation is helpful. Prescriptions 


of this sort were common for many cent 


uries before modern treatments 


were devised. A more formalized one is that called progressive relaxa- 


tion as developed by Jacobson (26). 


This involves specific exercise 
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designed to release muscle tension, and is helpful in relieving anxiety 
and tension states as well as being adjunctive to other forms of psy- 
chotherapy. 

When a client talks about his problems, he becomes less afraid of 
them. He becomes less sensitive or desensitized. The supportive thera- 
pist well knows the value of mere self-expression. This oftentimes, 
when continued, is accompanied by a verbal catharsis, or outpouring of 
strong feelings and violent emotional tensions. The patient is enraged; 
he weeps; he shouts. This experience, known as abreaction, is some- 
times deliberately provoked by the therapist. A state of narcosis such 
as that secured in the hypnotic trance or by barbiturates often facilitates 
this release. With reference to hypnosis it is known that suggestions 
given during the trance may be retained for some time and so may have 
continued relieving effects. The methods of inducing the trance and 
of implanting effective suggestions (hypnotherapy) have been described 
by Bernheim (4), Wolberg (56), Watkins (51), Le Cron and Bordeaux 
(31), among others. 

The strong feeling of inferiority related to a physical disfigurement 
can occasionally be relieved through correcting this defect by recourse 
to plastic surgery, for example. Any type of medical attention may have 
a therapeutic effect. Certain patients are so accustomed to receiving 
drugs from their physicians that the mere administration of “something” 
by him is sufficient to relieve their symptoms, even though this placebo 
is quite inert physiologically. ‘ 

From movies, television, radio, and reading we observe the lives of 
others, participate vicariously in their experiences, and may upon occa- 
sion learn from these observations. Therapists at times, therefore, pre- 
scribe bibliotherapy, or the reading of material which they believe will 
help the client in his efforts toward self-understanding and control. The 
inspirational value of great works of literature as well as the intellectual 
stimulation provided in well-written books on human adjustment can 
often be salutary. The major difficulty in this respect is that we do not 
well know just what kind of reading material will be most helpful to a 
given client. 

Manipulation of the environment, whereby the patient moves his 
residence, changes jobs and his associates, may supportively relieve him 
of pressures with which he can no longer cope. The removal of an 
embittered mother-in-law from the home of a quarrelling couple may 
permit them to improve their marital relationships. The social case 
worker is best trained in methods of environmental manipulation and 
may well be consulted when such procedures seem indicated. 

Re-education, in the form of conditioned reflex therapy, has been 
found effective in the treatment of certain problems, alcoholism for 
example. The patient is given alcohol to drink in combination with an 
emetic which nauseates. ‘This results in the development of an aversion 
to alcohol. This treatment, however, can backfire. The patient, frus- 
trated in his needs, turns to other and more dangerous methods of 
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relief, such as to the use of narcotics or to violent acting-out behavior. 
Procedures of this type must be used with caution and only after careful 
evaluation of the client has been made. This approach of course in- 
volves medical prescription and is not carried out by the psychologist. 

Additional supportive measures include the exercise of muscle groups 
through electrical stimulation, rubbing, massage, and heat (physiother- 
apy). Activities such as working in plastics, metals, making toys, designs, 
art work, and other creative endeavors are supervised by occupational 
therapists (33). ‘The use of music, dancing, and recreational activities 
is commonplace in the modern supportive approach. All can be con- 
ducted in group settings as well as individually. Group therapy (see 
Chapter 22) itself provides elements of support to its participants. In 
our culture Alcoholics Anonymous (36) and Self Help, Incorporated 
(35) are examples of such supportive procedures available to those who 
wish to use them after release from hospital regimens. On this point 
no therapist can overlook the value to the client of religious inspiration 
and religious injunction. This includes such methods as pastoral coun- 
seling, the confessional, and other techniques. Therapists have found 
collaboration with members of the clergy of considerable value. 

Summarily, then, supportive procedures, as illustrated above, are 
effective agents in the alleviation of symptoms and distress when properly 
applied by the skilled clinician. 


Reconstructive Psychotherapeutic Techniques. These, as indicated 
in Table 18-1, are relatively numerous. Historically, the first of these 
to appear is psychoanalysis consequent to the theory and practice orig- 
inated by Sigmund Freud (17, 18) and his students (12, LEAL Res 
Because Chapter 21 is devoted in its entirety to this approach, only 
selected and recent modifications will be discussed here. 

Among the most significant of these variations in orthodox psycho- 
analytic therapy is Sullivan’s Interpersonal Relationship Therapy (38, 
46), sometimes called the “Washington School” approach. Sullivan 
and his co-workers placed great emphasis upon the significance of human 
interaction in the development and distortion of personality functioning. 
They perceived the therapist as a “participant observer” in a close inter- 
personal relationship process designed to rectify the distortions in 
personality structure created by earlier disturbed and unhealthy rela- 
tionships. The role of transference (termed by Sullivan as “parataxic 
reactions”) toward both the therapist and other contemporary figures 
thus becomes an important facet in the therapeutic approach. 

Karen Horney (23), to turn to a second modification, broke with the 
Freudian analysts to form the American Institute for Psychoanalysis, 
centered at Philadelphia. Her therapeutic objective was self-realization, 
a reaching toward mature growth. The neurotic was viewed as having 
created culture-wise an unrealistic “idealized self.” To actualize this, 
the neurotic developed false pride, many “neurotic claims,” and compul- 
sive behavior patterns which Homey designated as "shoulds." ‘These 
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became organized into characteristic personality-type solutions such as 
the expansive, the self-effacing, the morbidly dependent, and the re- 
signed. Therapy was viewed as the process of assisting the patient to 
realize the nature of his true self through an understanding of the neu- 
rotic structure. Both Sullivan and Horney did not differ too significantly 
from the Freudian analysts in the actual procedures used within the 
therapeutic interview. 

A third variation is that associated with the Chicago psychoanalytic 
group under the leadership of Franz Alexander (2). In their effort to 
shorten psychoanalytic therapy, they instituted increased control of 
transference reactions, flexibility in the frequency of sessions and in 
interview methods, increased interpretative activity by the analyst, and 
accepted limitations in therapeutic goals with the result that upon 
occasion patients improve with twenty to sixty sessions. 

Other contemporary modifications in psychoanalytic theory and prac- 
tice include the following. Mowrer (37) has stressed the view that 
psychoneurosis is an immaturity, an under-learning of social adjustment 
techniques. It is a weak, immature, “Id dominated” ego that attempts 
to repress the societal controls represented by the superego. Neurotic 
anxiety is caused by the return of the repressed superego with its stimu- 
lation of fear and guilt feelings. The therapist is perceived as the ally 
of social maturity, the superego, and through a relational struggle as 
re-projected upon the therapist (transference), corrects the imma- 
turity of the ego. Mowrer emphasizes that a shorter time in therapy 
for the patient is required than in orthodox analysis. Herzberg (21) 
in his “Active Psychotherapy” combines psychoanalysis with selected 
supportive techniques which involve ego-strengthening by way of the 
assignment of tasks progressively graded in difficulty. Their achieve- 
ment is regarded as therapeutic and the difficulties met in the perform- 
ance of the tasks become a part of the therapeutic interview. Karpman 
(28) in his “Objective Psychotherapy” uses the client’s autobiography 
as a source for written queries returned to the patient for answering. 
Brief typewritten interpretations follow. Bibliotherapy is also advised. 
Deutsch’s (8) "Sector Analysis" stems from the patient's associations to 
key words obtained from his autobiographical social history. 

Other variations of psychoanalysis are the approaches by Ferenczi 
(14), Rank (41), Reich (42, 43), and Stekel (45), who early differed 
with Freud in theory and practice. Ferenczi was prone, when his pa- 
tients were unproductive, to intervene actively by using prohibitions, 
injunctions, and indulgences relative to the gratification of desires. Rank 
early developed a type of analysis called by him “Will Therapy,” and 
believed that the patient had great capacity to integrate and to develop. 
Therapy was viewed as a progressive interaction between patient and 
therapist in which the former learns to recognize, reorganize, and control 
his impulses. Emotional participation was believed more important 
than the intellectual search for memories. Rank held that the original 
source of anxiety lay in the birth trauma, the re-experiencing of which 
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represented the final and most significant aspect of Rankian analysis. 
More importantly, the extensions by Jessie Taft (48) of certain princi- 
ples advocated by Rank resulted in the development of a therapeutic 
approach for use in a social agency structure. Allen (3) also adapted 
Rank’s conception of relationship into a form of interdisciplinary treat- 
ment at the Philadelphia Child Guidance Clinic. Here emphasis was 
placed upon the client’s assumption of responsibility for self growth. 
A further extension of Rank’s assumptions concerning the mobilization 
of the client's resources for his own treatment culminated in the school 
of thought now centered at the University of Chicago under the leader- 
ship of Carl Rogers (see Chapter 20), who stresses the individual’s own 
capacity for self-integrated and constructive handling of the issues in- 
volved in his life situation. Whitaker and Malone (55) emphasize 
Rank’s view that intensity of experience in an interpersonal relationship 
setting is the essence of therapy. They have attempted a compre-, 
hensive formulation of the nature of the therapeutic process as it de- 
velops in any reconstructive therapy. 

To return to Reich’s modification of Freudian theory and practice, 
one finds that he noted the presence in some of his patients of character- 
istic resistances sufficiently strong to be designated as "character armor." 
Penetration of this by consistent analysis of the negative and resistant 
manners of the patient toward the analyst was necessary in order to 
release unconscious material, Later, he developed the concept that 
these resistances became "frozen" into typical postures, poses, muscular 
spasms, tics, and other physical reactions which he termed the “muscular 
armor.” In his “Character-Analytic Vegetotherapy" (42) he described 
procedures for “analyzing” this “muscular armor.” He considered or- 
gastic potency as the therapeutic goal. Stekel stressed the intuitive use 
of dream material as the basis for many direct interpretations. 

The reconstructive approach advocated by Adolf Meyer is noteworthy 
in that it endeavored to integrate all forms of psychotherapy, including 
the psychoanalytic and supportive, as well as the biological and medical 
approaches to treatment, into one comprehensive system designated as 
“Psychobiology” (56). He stressed the securing of complete medical 
and social histories; he and his students developed a diagnostic classifica- 
tion system based on his approach to reaction types. Therapists who 
follow Meyer, while not discarding psychoanalytic procedures, tend to 
emphasize the environmental manipulative and other supportive meth- 
ods. Their approach is primarily global or holistic, with accent upon 
the “common sense view” of the patient in his environment. This has 
been called “Distributive Analysis and Synthesis” (34). 

The employment of hypnosis as adjunctive to selected supportive 
procedures has already received mention. Wolberg (57), Brenman and 
Gill (5), Erickson (11), and Watkins (52), among others, have inte- 
grated this approach with various psychoanalytic techniques into an 
approach called hypnoanalysis. Transference reactions, dream material, 
projective techniques, automatic writing, regression, and other reactions 


498 AN INTRODUCTION TO CLINICAL PSYCHOLOGY [18 


have been induced in various ways to study selected elements of mental 
life at different levels of hypnotic trance. The recent increase in interest 
in hypnotherapy and hypnoanalysis is documented by the organization 
of two professional societies devoted to their study.* 

Abreaction under narcosis induced by barbiturate drugs has been 
used by Grinker and Spiegel, (20) during World War II in conjunction 
with psychoanalytic procedures by means of which traumatic incidents 
were dramatically re-lived and then integrated with other thoughts 
and memories. This procedure is commonly referred to as narcosyn- 
thesis. In England, Horsley (24) treated patients with psychoanalytic 
procedures combined with drug-induced narcosis wherein the major 
purpose was the determination of the content of repressions thereafter 
to assist the patient in their ^working through." Under such conditions 
this approach has been designated as narcoanalysis. 

Two approaches to treatment that have received relatively less atten- 
tion than the preceding ones include “General Semantics" and “Gestalt 
Therapy.” The first, developed by Alfred Korzybski (30), postulates 
that neurotic behavior stems from a lack of clear understanding in the 
use of words and their meanings. Therapy consists in teaching the 
patient-student the correct word-habits to replace the faulty orientations 
in language previously acquired. The second, Gestalt Therapy (40), is 
an approach based upon the theoretical system developed by Kurt Lewin 
(32). It represents an endeavor to integrate Gestalt theory and psycho- 
analytic concepts. 

It is obvious that the number of theories offered to account for emo- 
tional maladjustment and its treatment is legion. Those described here 
are by no means the only ones that have been suggested or tried. No 
person can master them all. The student is invited to investigate fur- 
ther the major systems currently in use and hence described in succeed- 
ing chapters.? 


The Evaluation of Therapeutic Improvement 


The measurement of progress in therapy is a most difficult and chal- 
lenging problem (25). Neither the criteria for recovery nor the 
procedures for their appraisal are presently adequate. Rating scales, 
observations by family members, friends, associates, the referring physi- 
cian, the therapist, and the patient himself can be employed to ascertain 
the degree to which the various objectives of treatment have been 


1 These two are The British Society of Medical Hypnotists and The Society for 
aa and EN in the United States. For greater detail 
reference may be made to L. M. Le Cron (Editor), Experimeni h: is 
York: The Macmillan Co., 1952). : Bis ko e 

? The keen observer will already have noted that play techniques, psychodrama, 
group therapy, Jungian analysis, and the Adlerian approach, along with other recon- 
structive methods, have not been described above. The remaining chapters of 
Part IV, however, will consider these in detail. Table 18-1, page 493, it is sug- 
gested, can be used as a handy reference for this entire section. 
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attained. Batteries of psychological tests have been used to record any 
real or potential changes. Experienced clinicians study evidences of 
change in manner, attitude, behavior, and social adjustment as well as in 
reported dreams that suggest progress. It is evident that, thus far, no 
single set of criteria is adequate. Then, too, the results of treatment are 
not always immediately apparent. Many patients show considerable 
improvement after the termination of their sessions. Whether this is 
due to the prolonged effects of treatment or, as a wag has remarked, in 
spite of the treatment, is difficult to establish. For this reason seasoned 
therapists seldom speak of “cure.” Reports of progress are couched in 
qualified terms and are considered tentative until evidence collected at 
a later time validates or invalidates them. Even the best psychotherapist 
will sometimes be unsuccessful. Certain of the major causes of failure 
have been discussed in a compendium by experienced clinicians (22). 

Since the final chapter of this volume discusses research in psycho- 
therapy and related clinical problems, it is here sufficient to stress that 
much research is needed. Questions, such as the types of therapeutic 
techniques best suited for specific problems, the relative effectiveness of 
the various approaches, the most essential personality characteristics of 
the effective therapist, and the predictive power for treatment of selected 
criteria are all in great need of systematic and rigorous study. These 
questions have ere long been answered by recourse to speculation and 
the subjective impressions offered by therapists. A recent symposium 
concerned with "Research Design in Clinical Psychology" (47) includes 
a number of reports relating particularly to psychotherapy and its evalu- 
ation. It is clear, of course, that the research worker in this field must be 
well trained in experimental techniques, with skill in the use of research 
design and statistical methodology. He must also be a seasoned clinician 
who has treated many patients and who knows the emotionally sick by 
virtue of his firsthand experiences with them. There are few psycholo- 
gists at the present time who can meet both criteria. The need to 
develop experimentally-oriented and capable psychotherapists is great 
if the field is to advance from art to science. 

In conclusion to this survey of the field of psychotherapy the student 
is urged to continue his studies in an open-minded and experimentally 
oriented manner. Borrowing from the best that the past has to offer 
he will early note that no school, no single approach, has final and 
complete answers. Each has much to offer. This thinking and ex- 
perience from the past can indeed be used by the young clinician as a 
source from which to select, borrow, integrate, and finally develop his 
own unique approach to the opportunities he will later have in helping 
his suffering fellow men. No challenge is greater. 
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Chapter 19 


DIRECT APPROACHES TO TREATMENT 
By Fren McKinney, Pu.D. 


Moray PSYCHOTHERAPEUTIC procedures, as currently used by the 
psychologist in his study and treatment of the maladjusted, have de- 
veloped chiefly from the broad areas of psychiatric theory and practice, 
and from personnel guidance and testing programs. Thus, throughout 
the history of psychiatry, as Appel’s (3) review of psychiatric methods 
indicates, the therapist has assumed the major responsibility for directing 
the thinking, the emotional life, and, upon occasion, even the daily 
behavior of the patient. This dominance by the therapist has often 
been necessary simply because of the psychological and emotional im- 
maturity of the patient, who must early become dependent upon and 
acquiescent to the counselor. In much the same manner, although with 
a different emphasis, those engaged in personnel and guidance programs 
(33) have stressed the salutary effects upon human adjustment of super- 
vised activities, planning services, and personal conferences. So it is 
that psychotherapeutic approaches have gradually evolved, with some 
momentum it is true, from both psychiatric practice and personnel guid- 
ance programs, and have in so doing placed an early historical and 
psychological emphasis upon the psychologist’s directive role in assisting 
patients to achieve resolutions of troublesome problems. This, briefly 
speaking, is the origin of directive psychotherapy. 

While directive techniques were historically the first to receive gen- 
eral use in psychological practice, Carl Rogers (52) and his students 
have more recently proposed to press the responsibility for personality 
development upon the client, and to use not only his desire for the at- 
tainment of maturity but also to arouse this desire within the client. 
This more recent emphasis in psychological counseling is often desig- 
nated as nondirective or client-centered in nature, and has indeed in- 
fluenced the directive approach, even though writers in both psychiatry 
and psychology (6, 25, 26, 48, 61, 74) have noted the therapeutic 
limitations of this new procedure in those clinics which deal with a wide 
range of problems. The nature and value of this nondirective counsel- 
ing method is well presented in Chapter 20. It can be noted here, 
however, that this approach has similarities to the present-day directive 
methods (15). 
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By way of introduction to directive techniques, as they are to be de- 
veloped in this chapter, it is wise to indicate that they are not incom- 
patible with client-centered therapy; in fact, the counselor exploits all 
the initiative the client spontaneously shows and endeavors to stimulate 
more. Today, few if any of the experienced counselors who use the 
directive approach when it is deemed wise would interrupt those patients 
who are “naturals” for the nondirective relationship. "The best counsel- 
ing procedure, therefore, is that which most appropriately utilizes the 
patient’s needs to understand himself and to satisfy effectively his 
motives at a stable and mature level. Direction, for most of the cases 
treated by the clinical psychologist, will accordingly consist of assistance 
rendered in speeding the general process of adjustment, and hence will 
entail more often than not the guidance function rather than outright 
dominance and control (13). Indeed, what occurs in a counseling 
session depends, as Wrenn (74) has indicated, upon the nature of the 
client and the situation. The maturity, intelligence, self-knowledge, 
extroversion, and stability of the patient, and the urgency and pervasive- 
ness of the problem are among those aspects which structure the thera- 
peutic interview. The personality of the counselor, his training, repu- 
tation, methods, and resources are also among those variables which 
affect the counseling relationship. Psychotherapeutic procedures, direc- 
tive in nature, accordingly have their place in the resolution of personal 
problems through the medium of the clinical interview. 

Just as most counselors would agree, as stated in Chapter 18, to the 
aims of counseling and to the results anticipated, so, too, would they 
agree that sometimes certain procedures would serve the relationship 
better than others. Thus, upon occasion, a highly directive approach 
might be most appropriate, while in another, client-centered procedures 
should be followed. Workers in the field of psychotherapy, however, 
would disagree as to the amount of responsibility and direction the 
counselor should assume. They might also differ in the degree to which - 
they believe he should deal with unconscious and repressed material, and 
in the degree to which he should implement the basic elements of treat- 
ment with supplementary aids to diagnosis and therapeusis. This dis- 
agreement can, in part, be due to the characteristics of the patients with 
whom the particular therapist works. Rogers (52), for example, mects 
those who are able to exercise “some control over the elements of the 
situation.” He accordingly stresses that his client should assume the 
responsibility for, and set the direction of, the interview. Horney (24), 
an outstanding psychoanalyst who undoubtedly dealt with severely 
psychoneurotic patients, stressed the need for the interpretation of the 
experiences recounted. She also believed it necessary to help him over- 
come his resistance to facing his anxieties and repressions and to making 
decisions. Bisch (5) and McKinney (36) believe it essential, in addi- 
tion to basic psychotherapy, to supply, as needed, information pertaining 
to the specific aspects of an adjustment problem and thereby provide 
the client with clear-cut avenues for the channeling of his hitherto 


504 AN INTRODUCTION TO CLINICAL PSYCHOLOGY [19 


scattered efforts. Thus from one standpoint, the modern consensus is 
that counseling, as an integral part of the mental hygiene program, at- 
tempts indirectly to promote the acquisition and development of those 
traits found in the well-adjusted personality. And as now adjudged 
(36, 58), such an individual is characterized by (1) integration or 
"balance"; (2) acceptance of reality; (3) happiness, or a positive feeling 
tone; (4) sociality; (5) and an aspiration level within the limits of 
capacity to enjoy and to achieve. To this list others add adaptability 
(58) and responsibility for the self (46). 


Psychological Counseling—Illustrative Cases 


Prior to a more detailed discussion of the counseling method, di- 
rective in approach, it is appropriate to present summaries of counseling 
procedures as illustrated by several carefully selected cases. The fist 
of these was referred to the writer for treatment; the second, for diag- 
nostic impression. The third illustrative summary has been presented 
by Bailey, Gilbert, and Berg (4), and illustrates the use of a number of 
directive methods. From these reports it should be possible to note 
the specific conditions under which self-understanding, self-acceptance, 
tension release, and more effective self-control are realized.* 


THE CASE or GEORGE 


George was referred to the psychological counselor by a physician because 
he complained of nausea, tension, and nervousness which could not be related 
to specific physical causes. He was 23 years of age; possessed an attractive, 
boyish face; was seemingly poised and calm. He came into the office ex- 
pecting the counselor to question him, and hence it was difficult to lead him 
to talk other than about his symptoms. Direct questioning revealed the 
following: his father had died when George was young. His relationship 
with his mother was good. During high school he worked long hours and 
accordingly earned low grades. His study habits, too, were poor. He was a 
paratrooper during the war, and had been under tension for about two years. 
Now he feels overwhelmed by the entire college situation. He enjoys the 
university as well as he likes anything at present. This general loss of 
interest in life has left him dull and apathetic. 

At the close of the interview the psychological counselor tentatively (and 
as will be noted later, erroneously) concluded the boy was somewhat de- 
pressed but not suffering from any strong conflicts. It was believed that 
George's poor school preparation, his military experiences, and his abrupt 
entrance into college were causing him to have difficulty in adjusting to an 
overcrowded campus where keen academic competition was met. The 
counselor gave him instruction in relaxation; suggested that he go to the 
gymnasium periodically and spend an hour each day in pleasurable activities. 

George returned two weeks later at the appointed time, said he was feeling 
quite a bit better (and looked it). He apparently had concluded as a result 


1 Permission to print these case reports is extended by the author to The Ronald 
Press Company. 
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of his first interview that the more tabooed earlier experiences might be dis- 
cussed freely with thé psychological counselor. He reacted more calmly to 
the interview, and showed more of an inclination to talk. He had been 
stimulated by the questions asked at the first interview, and early in the 
period volunteered the following emotionally-toned information: It was neces- 
sary for him to send half of his money to his mother and this made it almost 
impossible for him to manage financially. He had contracted a venereal 
disease while in the military services. He had masturbated excessively dur- 
ing his adolescence. During this period of development he had been a quiet 
individual and was regarded as an “unknown quantity” in his neighborhood. 
Hostility toward his mother then poured out. She had always treated him 
like a little boy; her life was wrapped around his. She had instilled in him 
rather rigid standards, and as a result any mistake now disturbs him greatly. 
He broods over social errors he makes in class or elsewhere. At times when 
he is relaxing, some of the embarrassing experiences in early life come to 
mind, leaving him tense and depressed. He had been fairly happy in the 
service; hence, when he was discharged he felt as if he were starting life 
anew. At the close of the interview he generalized, saying that he realized 
now that he could not expect the counselor to give him a set of specific rules, 
but that “talking out” was helpful. He stated that none of these ideas had 
come to him at the previous interview, but that the questions raised at that 
time had started him to think. It was obvious that previously he had had 
no notion that his problems rested upon motivations acquired in childhood. 

During the next interview, his third, he smiled more readily, looked better, 
seemed to understand himself more, and spoke more freely much of the 
time. He began to discuss the details of his life. He said that his mother 
had threatened to castrate him when she had discovered his adolescent mas- 
turbation. He thought this had affected his early life. He recalls similar 
memories of an unpleasant nature when he went home for visits. Again 
he spoke of his social errors and said that they disturb him more when he is 
in the company of girls. He mentioned a tendency toward strong aggression 
and hostility. The counselor explained the source of the hostility in terms 
of George’s frustration experiences. It was then recalled that he had worried 
about little events all during childhood; had been easily embarrassed. by 
minor mistakes, particularly when others laughed at him. He would then 
brood over these experiences, feel increasingly sensitive, and withdraw into 
himself for a long time. In addition, he described his only brother as a 
different kind of individual who had escaped from his mother. She had 
consequently centered her attention on George. Before he left the office, the 
counselor provided George with mimeographed material which gave specific 
examples on how to increase one’s social contacts (see page 520), and how 
to relax. It is noteworthy that there was no indication that these materials 
impressed him as much as they ordinarily impress students who are trying 
to resolve minor problems. 

During the fourth interview George said, “Things are coming along pretty 


well, except that now and then I wake up with vague fears.” Later on he 
analyzed these as due to his early fear of his mother. It was recalled that 
she seemed quite frustrated when she returned from work; when things went 
wrong, she would “blow up” and impulsively strike him for the way he had 
taken care of the house. George now believes his present symptoms are in 
some way related to these scenes. Even now, he added, he often trembles 
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so much before breakfast that he cannot eat. It was during this interview, 
too, that George told the psychological counselor his mother had suffered a 
psychotic episode with suicidal attempts during the menopause. He talked 
freely about his mother's hospitalization and the ensuing burden of responsi- 
bilities. Indeed, many items were recalled that had long gone unrecognized. 
Once, for example, he had run away from home during one of his mother's 
rages. He further commented that he had not told the truth at the first 
interview—actually his father left home when George was quite young and 
did not die until the boy was adolescent. He is now beginning to believe 
that his mother's behavior served to drive his father from home. 

When George next returned he said the panic spells had disappeared 
following the last conference. Once more he talked about repressed mate- 
rials, about his tendency to go into excess in many things, especially sex and 
drinking. While in military service his friends had not been able to under- 
stand this aspect of his personality. In this, his fifth, consultation, he dis- 
cussed his relationships with girls as merely extensions of his early mas- 
turbatory experiences. The experience, not the girl, was important. The 
counselor explained at this point that this pattern of behavior was probably 
in part a tendency to embrace vivid experiences as an escape from unhappi- 
ness. George agreed. Gradually his ambivalence and attitude of resentment 
toward his mother was becoming clear. He was beginning to understand 
how much he had repressed his hostility toward her, and at the same time 
how much he had been emotionally tied to her. It is significant that George 
can now see how this has been affecting his life. 

The sixth interview occurred a month later. George had, in the mean- 
time, spent a vacation at home. He now felt worse than he had previously. 
Part of his difficulty, he knew, was his fear of facing his mother and of 
settling some of the problems that concerned them both. Once, after having 
been on an all-night party of which he knew his mother would strongly 
disapprove, he became so depressed that he experienced suicidal impulses. 
More recently, however, financial assistance from his brother and a discussion 
with his mother over disturbing matters have proved helpful. He was puzzled, 
however, as to the reasons for his “relapse” at home and his early improve- 
ment with counseling at the university. ‘The counselor was able to show him 
that previously emotional crises had been avoided by his failure to face them. 
Facing his problems thus precipitated a temporary relapse. It was explained 
to him that his present conflict revolved about the problem of coping with 
his mother in a mature fashion, or of escaping her wrath as he did in child- 
hood. He emphatically agreed with this evaluation. George will probably 
visit a counselor for at least the rest of the school year. 


Tue Case or KENNETH 


Kenneth is 22 years old, short but well built. His referral requested a 
routine examination prior to his admission into an advanced R.O.T.C. 
course, and came about as a consequence of the physician’s practice in requir- 
ing each applicant to obtain both a psychiatric and psychological examina- 
tion. The brief history taken during the interview indicated that Kenneth 
had been discharged from military service with the disability diagnosed as 
“psychoneurosis or nervousness”; that he had been hospitalized as suffering 
from battle dreams and digestive disturbances. During his stay in the hos- 
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pital, psychiatric symptoms developed; and before discharge, insulin shock 
therapy had been administered. His adjustment prior to entrance into the 
service had apparently been good. He stated that he had passed all screening 
examinations without apparent prejudice. His personality adjustment after 
discharge from the service seemed also to have been average or above. 
Kenneth made a good impression upon other students, was obtaining good 
grades, and was dating girls and making numerous social contacts. Had this 
man been interviewed casually by a counselor and without reference to his 
previous history, Kenneth’s adjustment might have been more favorably 
evaluated, 

When he first appeared he was slightly defensive, but as the interview 
progressed rapport greatly improved. The counselor explained that the 
interview was a routine one, but that it was to the student’s advantage to 
supply information which would permit an accurate evaluation of him. 
The counselor attempted to establish a pleasant, social relationship during 
the early part of the interview in order to obtain a brief clinical history, as 
well as to observe Kenneth’s reactions to some of the queries. In addition to 
the material mentioned above, Kenneth indicated that he had had a fairly 
normal childhood, that he was the oldest of four children who had lost their 
father during their childhood. While in school, he had attempted to join 
many teams but was too small to be successful. Yet Kenneth gave the im- 
pression of being a “regular fellow” and of having adjusted satisfactorily to 
the normal childhood give-and-take. In fact he appears as one who has 
experienced much more than average contact with the masculine milieu. 

Kenneth had volunteered for military service and had been wounded 
in battle. After recuperating, he volunteered for an extremely hazardous 
assignment as a raider. He acknowledged later in the interview that he ex- 
perienced great fear and tension during this assignment. His symptoms of 
digestive disturbance occurred shortly after he was thrown to the ground 
during a raid by the impact of a falling building. Along with the digestive 
disturbances, he had battle dreams in which he relived many of his daily 
battle experiences. The counselor suggested that Kenneth might ask himself 
why he had constantly attempted to place himself in hazardous situations. 
For example, he had continued to try for athletic teams, although he was 
regularly rejected; he had volunteered for the service, and after being 
wounded, volunteered for an assignment which he knew was very dangerous. 
The answer to this query, it was pointed out, was not important to the 
counselor, but should be important to Kenneth. What in his experience had 
caused him to compensate by embarking on such daring ventures? This 
pattern, he was told, was being repeated by his desire to enter R.O.T.C., even 
though he had been discharged from the service with a disability. 

Kenneth explained that he wanted to become an officer in the event of 
another war. He admitted to a little sensitiveness about his short stature 
and to his compensatory attempts to appear as a tough “he-man.” Because 
his father had been a professional man in a small town, and because his 
mother was and still is overly protective, it is possible that he may have been 
regarded by some of the tougher boys as a potential “sissy.” In consequence 
he may have reacted by seeking social acceptance through daredevil deeds, 
since he could 


not do so by physical prowess alone. This suggestion was 
made by the counselor, and it seemed to stimulate self-understanding. When 


Kenneth left at the conclusion of the interview, he appeared appreciative of 
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the suggestions made by the psychological counselor, and added that he 
would accept the recommendation to withdraw his application for R.O.T.C. 
It would seem that Kenneth needed this help in settling the issue in his 


own mind. 
Tur Case or Miss X? 


Miss X was referred to the bureau because of frequent fainting attacks 
and low grades. She indicated that she disliked the curriculum in which 
she was registered and wished to be in another. Her parents objected to a 
change. Numerous other instances of domination by them were cited, in- 
cluding an attempt severely to select her playmates and later her boy friends, 
which led to social withdrawal and contributed to homosexual desires, now 
associated with fainting. Sex education had been completely neglected 
because of the parents’ puritanical attitudes. She also suffered from frequent 
stomach distress, daily headaches, and “nervousness,” the latter characterized 
by a slight tremor of the hands and a general feeling tone of tenseness and 
anxiety. Freshman Guidance Examination results showed general ability 
and achievement about the 75th percentile on Illinois freshman norms. 
Reading rate was in the lowest 25 per cent, and she complained that she 
did not have enough time to cover her assignments. 

Without going into detail it can be stated that the procedure with this 
student included nondirective counseling for about three-fourths of the time 
spent in counseling interviews; also persuasion (for a complete medical 
examination), relaxation therapy (a temporary reassuring device directed 
toward the control of the nervousness), environmental manipulation (change 
of roommate), re-education (learning to dance), bibliotherapy (sex informa- 
tion), educational counseling (regarding reading skill), explanatory therapy 
(the effect of emotional conflicts on bodily functions), vocational counseling 
(discussion of aptitudes and vocational interests with Miss X and her 
parents), and suggestive therapy (homosexual desires will disappear as social 
adjustment improves) . 


Directive Therapy—The Counseling Atmosphere 


One of the most important aspects of psychotherapy is the relation- 
ship between the psychological counselor and the patient. The most 
adequate relationship has been described as permissive by Rogers (52). 
It is also described as a relationship that is warm, understanding, and 
objective. It promotes an atmosphere that is relaxing, and allows the 
person to feel that he can discuss the most personal of matters. Meister 
and Miller (38) stress that the counselor's acceptance of the client is 
the crux of therapy, that this relationship places the client in an “ac- 
cepting environment"—in a situation in which he has to begin a new 
and better adjustment. It is noteworthy that clients typically make 
statements similar to the following in commenting on this relationship: 

“Things just come out here that I didn’t know were in me,” or, “I 
just close up like a clam with other people, but I don’t mind talking in 
here.” Or, “It’s funny, but I don’t think of these things at other times.” 


2 Reprinted with permission granted by H. W. Bailey, W. M. Gilbert, and I. A. 
Berg from Educ. psychol. Measmt., 1946, 6, 37-60. 
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Again, “It helps me to have a place where I can come and just talk 
things over, and I’ve said things here that I have never said before.” 
Psychoanalysts (see Chapter 21) call the relationship positive trans- 
ference, and emphasize that the patient feels secure when he is with 
the counselor, that he is able to meet his anxieties and gradually to face 
them. 

The client-counselor relationship has been described as objective. 
The counselor does not become personally involved in an emotional 
manner with his client. This is not the typical parent-child relationship, 
nor, as Watson and Spence (68) indicate, does it have the air of easy 
optimism, a slap-him-on-the-back atmosphere. It is cheerful, but not 
superficial; it is objective. It follows, then, that the personality, training, 
and experience of the counselor are of utmost importance in therapy. 
He should be primarily a warm, yet stable and objective person who finds 
it easy to establish rapport. While counselors will differ in their abilities 
to maintain this relationship, its maintenance is of paramount impor- 
tance in successful psychotherapy. This warm atmosphere is well 
illustrated in what is often called supportive treatment (see Chapter 18). 


Directive Therapy—The Counseling Process 


Specific techniques in directive counseling have meaning only in re- 
lation to the over-all process. Because the goal is more effective per- 
sonal adjustment, or more specifically, self-understanding, self-accept- 
ance, and self-control, the counselor must give the client only as much 
responsibility as he is able to assume. Thus in one sense the interview 
is actually the client’s. And while it is important for the counselor to 
understand how well the client is adjusted, what his frustrations, 
anxieties, and adjustive mechanisms are, it is not necessary for the client 
to see them in the same technical and pin-point detail. The client's 
insights and emotional releases are indeed of first importance, and these 
are most valuable when achieved through the.client's own efforts. Yet 
from the directive standpoint the client is not absolutely free to use the 
interview in any way he sees fit. The psychological counselor must 
slowly but adroitly raise questions at those times when the interview 1s 
not moving toward successful therapy. Should the client, however, be 
able to make discoveries on his own initiative without too much help— 
even though these discoveries are not as profound as those grasped by 
the counsclor—he should be allowed to proceed at his own pace and in 
his own manner. If, however, the client becomes discouraged, cannot 
or will not deal with the problem, or seems to be thinking in circles, 
the counselor may interrogate, make tentative interpretations, offer 
suggestions, or even relate a case similar to the client's to stimulate 
perspective. This is done in a clientcentered manner. The therapist 


keeps in mind the needs, anxieties, and adjustments of his client, for he 


is cognizant of the effect of his direction on the eventual adjustment 


of his patient. 
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If rapport is well established and if the counselor is skillful, this 
directive approach has therapeutic effect. Should the counselor be 
inexperienced or untrained, errors unwittingly can be precipitated. He 
may reduce the client’s initiative, force him too early to face personal 
aspects associated with the anxiety, and he may destroy what rapport 
has thus far been established. Only those procedures which further 
self-acceptance and self-understanding without generating strong ten- 
sions should ever be used. For these reasons the counseling session, 
directive in orientation, can readily be compared to any problem-solving 
situation in which guidance is used. Extensive experimentation in 
trial-and-error learning suggests that a little guidance given early in the 
stages of problem-solving is most effective (9). ‘The analogy of learning 
to drive an automobile is also illustrative. Here the client is taken 
out on a safe roadway, given the driver's seat, and is allowed to proceed. 
As long as he progresses fairly well—with a slight hint here and a sug- 
gestion there—he is allowed to continue his mastery of the skill. It is 
only when he goes to pieces that the instructor takes over and teaches 
him slowly, step by step, until such time as he is able to regain the 
initiative. In directive psychotherapy the procedure is analogously much 
the same. This verbal problem-solving, regardless of who takes ma- 
jor responsibility, follows much the same pattern: (1) an accepting 
relationship is established; (2) resistances, tensions, and inhibitions are 
now released; (3) the client broadens his perspective, obtains new in- 
sights, and gradually drops old self-defeating mechanisms; and (4) the 
resulting new frames of reference become the bases for further trial-and- 
error activity in working out plans for daily life. In directive counseling 
the counselor knowingly takes more responsibility to bring about these 
changes (11, 23, 49, 65). 


Varieties of Counseling Problems. Clients at all levels of maturity, 
stability, intelligence, extraversion, initiative, and insight into their 
adjustment mechanisms appear for consultation at the modern psycho- 
logical clinic. Some are desperately upset. The ventilation of troubles 
will not be sufficient. A few may need temporary hospitalization for 
their own safety or because their emotional upheavals have produced 
physical disturbances. Others will apply who need custodial and im- 
mediate systematic treatment. Then there will be some of adequate 
stability who are too immature to deal with their difficulties. It is in- 
cumbent upon the counselor to be cognizant of the client’s status with 
respect to these characteristics so that he can proceed most effectively. 
Psychiatric consultation and referral for medical examination are com- 
monplace. 

The maturity and stability of the client, together with the nature of 
his symptoms, determine the amount of responsibility the therapist 
must assume. His training and background will also influence the kind 
of counseling he plans and the kinds of clients he accepts. Whereas 
counseling and psychotherapy, by and large, follow the certain basic 
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process outlined above, specific methods for catalyzing this process vary 
with the circumstances attending the nature of the client's personal- 
ity. 

Diagnostic Phase. An early diagnostic impression is important for 
two reasons. First, this impression partly determines the nature of the 
therapeutic approach, hence its accuracy is vital. Second, inasmuch as 
counselors differ greatly in background, experience, and personality, the 
counselor must determine early whether he is competent to handle the 
problem before him. Medical, legal, educational, and religious problems 
appear for which referral to other professional workers is indicated. Of 
course, aside from these considerations, it is well to realize that a physical 
examination prior to the counseling process—if this is indicated by the 
findings—is always desirable from the counselors viewpoint. In some 
cases it is imperative. Only by careful evaluation of each client during 
the initial interviews, then, can inappropriate methods be avoided. Of 
course, it may be necessary to interpolate a few sessions devoted mainly 
to diagnostic evaluation. There should be no sharp line drawn between 
diagnostic activities and psychotherapy. Diagnostic sessions can be 
basically therapeutic. They should be subordinate to the therapeutic 
goal, except when the immediate safety of the client dictates otherwise. 
A strongly diagnostic or evaluative attitude can operate to weaken any 
attitude of acceptance and so jeopardize therapy (42). 

Diagnostic aids for securing a clinical impression are numerous. They 
include the psychological tests and the projective techniques discussed 
in chapters 5, 6, and 7. To these the case history technique (see Chapter 
4) should be added as one that affords an excellent basis for the formula- 
tion of a diagnostic impression. Indeed, it is worthy of emphasis that 
the history may be obtained in a manner which in itself has therapeutic 
value (63). The Preinterview Blank (‘Table 19-1) is another technique, 
essentially case history in general approach, that has been used for both 
diagnostic and therapeutic purposes. It is particularly appropriate for 
those clients commonly seen by the psychological counselor. Its use 
saves considerable time for the counselor with a heavy case load, and 
speeds the interview when enigmatic clients seek assistance. The blank, 
reproduced in Table 19-1, has been filled in by a student typical of those 
met in the adjustment clinic at the college level. Not all students 
obtain such striking insight directly from these blanks, but a few do. The 
use of such a directive procedure, however, does prepare for interview a 
number of clients who have difficulty in approaching their problems. 
The counselor, too, obtains a more complete picture and accordingly is 
better able to guide the client toward insightful understandings. Be- 
cause an occasional client will show excessive resistance to this approach, 
it should not be used as routine procedure. Upon occasion, however, 
it can be used somewhat as a projective technique, inasmuch as obvious 
omissions, digressions, and defenses are revealed by what the client 


states or fails to state (71). 
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Forms of Directive Psychotherapy 


Many techniques possessing therapeutic value can be applied di- 
rectively. These can be classed for convenience as either reconstructive 
or supportive (69). The former is referred to as “uncovering” or insight 
therapy, while the latter is spoken of as “covering up” (see Chapter 18) 
where the stress is placed upon reassurance, suggestion, and information- 
giving. Supportive therapy is used with (1) normal persons where the 
difficulty is situational and temporary, and (2) those in which there is 
little hope of reconstruction because of the severe and deeply ingrained 
deviation (see Chapter 24). The following techniques can be used with 
either therapeutic goal, reconstructive or supportive. 


Expressive Therapy. Release of inhibitions and emotional tensions 
is fundamental in effective therapy. We shall see later that this prob- 
ably underlies the effectiveness of the assault therapies. It is the thera- 
pist’s task to encourage this release through the use of his client’s 
potentialities. In its simplest form, expressive therapy consists of the 
ventilation of one’s problems and negative feelings, of facing one’s 
anxiety as much as possible, and of discovering its causes. This last has 
been termed catharsis. When the client relives a previously traumatic 
experience, the term abreaction is applied. This ventilation can be 
achieved in a number of ways, such as in play therapy with children or 
in psychodrama. College students with talent for writing and an urge 
to create fiction or poetry can be encouraged to use this avenue for 
release and self-discovery. They need not be instructed too specifically. 
A suggestion such as the following is often sufficient: “Why don’t you 
try to express some of your feelings in your writings? Write in a manner 
that is typical of yourself, and that will allow you to put into words— 
into verbal structures—your inner feelings.” One client found relief 
in writing something abstract and symbolizing his feclings and attitudes 
in terms of the smoke that came from his pipe. 


TABLE 19-1 
Tur PREINTERVIEW BLANK: A DIAGNOSTIC AND THERAPEUTIC Arp 3 


This Blank was taken from the file of a 25-year-old college man who complained 
of social shyness. 


The information requested below will aid in making subsequent interviews more 
profitable to you. In order that you may give a true picture of your personality, 
please be accurate and very frank. If necessary, use other side of the sheet and 
refer to each item by number and letter. Your confidence will be respected. Do 
not sign. Your initials will identify the blanks. 


8 Permission to publish this material is extended to The Ronald Press Company 
by the author. The client's responses are italicized in the table, Additional spaces 
for client comment have been deleted in printing. 
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A. IDENTIFICATION 


l. Date: 1/16/ 2. Number:.... 3. Initials: B.I.Q. 4. Sex: M 5. Age: 25 
6. College: Pre-business 7. Class: Soph. 8. Social fratemity or sorority: Yes 
9, Home address: — er 10. Population of home town: 3,600 


B. ABILITY AND ACHIEVEMENT 
1. Grades last semester: Hours of A B C D. 2. Dropped: ..... Delayed: ..... 
3. Semester before last: Hours of A B 1-C, 3-D 0-F. 4. Scholastic rank in 
high school: S plus 5. Size of high school class: 65 6. Transfers from other 
colleges or courses, eliminations, et: «iere 
6a, College Aptitude Percentile: .......- ..... 7. Study habits. Average 
hours per day of study: 3 Underline all statements, accurately describing your 
usual process of study: Outlining, associating material with daily life, self- 
quizzing, daily habits of study, seeking quiet study place, actively trying to get 
general meaning of material, daydreaming, following a schedule. Other methods: 


Bac cacti up A 
tively trying to improve, realize I must make drastic efforts to improve, my 
abilities are a great encouragement to me. Other attitudes: Cannot settle down 
to study consistently 9, Other abilities: Underline the following abilities which 
you possess: Mechanical, musical, artistic, social, practical. Others: 9... 


C. Puysican HEALTH 
l. Describe general health by underlining all appropriate statements: Have 
major physical defect—must watch health, perfect health, frequent colds and 
ailments, several minor chronic difficulties, feel tired most of time, usually well 
and strong. Further statements: Never sick but never feel physically strong 
enough to do enough work to accomplish much 2. Height: 5'10” 3. Weight: 
145 4. Date of last physical examination: 9/2/ 5. Wear glasses? Reading 
6. Hearing perfect? Yes 7. Defect in any bodily members? No 8. Underline 
statements describing attitude toward physique and health: Worry, fear future, 
hardly think of health, feel inferior. Others: Probably not too strong. Not a 
source of worry. 
D. Corrzcr Activities (answer in terms of activities while at college). 

1. Extracurricular activities, name, and give degree of participation (extensive, 
average, minor) and offices held: No time for extracurricular activities. 2. Un- 
derline appropriate adjective. Friendships: None, few outside fraternity brothers, 
average, many. Approximate number: Five Acquaintances: Very few, several, 
average, many. Approximate number: Thirty Remarks: Know very few people 
as close friends. Give approximate number of hours per week for the following, 
estimating as accurately as possible 3. Bull sessions: Six 4, Dances: Two-three 
5. Shows attended with others: Never—go alone. 6. Conversations: .... «ss 
7. Time unaccounted for or wasted: ......--- 8, Athletics: One 9. Number 
of books read per month: None 9a. Dates per month: Eight 10. Remarks or 
strong opinions toward any of the above activi 
little time because of outside work and study. 


E. Interests AND PLANS 
1. Vocational objective (including 


indefinite—suppose I shall work in some 
reasons for coming to college: Prestige, 


studying, parents' desire, to have a good time, 
general culture. Others: Desire to know about 


plans made, and your qualifications): Very 
business 2. Your two most outstanding 
means of better employment, enjoy 
to prepare for a definite career, 


higher learning and better my 
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TABLE 19-1 (continued) 


abilities 3. Outstanding hobbies and interests (include active and latent vocation, 
avocational, educational, and time spent on each): Reading—have little time 
for it. I like to participate in all minor sports, but often feel too inferior as a 
player to take part 4. Skills and accomplishments: (Public speaking, typing, 
debating, dramatics, dancing, selling, creative writing, CRD carr ACen 
5. Your opinion as to your greatest assets. Underline: Appearance, high in- 
telligence, ability to make friends, reputation, outstanding physique, car, 
fraternity affiliations, athletic ability, special musical, artistic appreciation, or 
mechanical abilities, ingenuity, family, money, clothes, sincerity. Name others: 
Not very many assets 6. Activities and events within this year to which you are 
looking forward with great pleasure: House dance 7. Strongly anticipated 
goals within the next ten years: Job at $200 per month in order to marry—no 
definite person in mind yet. 

F. Present Livinc Conprrions. Underline appropriate adjectives in each section. 
1, Roommate: Studious, good-natured, popular, quiet, commanding respect, 
emphasizes social life, idealistic. Other: A good boy but not a person I like 
to be with 2. Housing conditions: Depressing, uncomfortable for study, in- 
spiring. Others: Not greatly satisfactory 3. Financial status: Insufficient, 
sufficient, average, above average, car at school. Others: .............. 
4. Working conditions: (27 hours per week). Interesting, depressing, fatiguing, 
instructive, emotionally disturbing, too consuming of time. Name others: 
All right, but takes too much strength. 

G. ArrirUDES. Rate the following attitudes very frankly on a scale from 0 to 10: 
0 means lowest possible rating; 5 is average; 10 is highest; intermediate 
numbers are intermediate degrees. 1. Interest in this counseling interview: 8 
2. Your present degree of happiness: 9-8 3. Your present mental integration, 
consisting of oneness of purpose and consistency and stability of attitudes and 
desires: 6 4. Your present adjustment to the environment and other people 
(degree to which you fit in with them): 3 5. Outlook for future fulfillment of 
your ambitions: 6 6. If there are abnormally high or low ratings given above, 
explain them (referring to attitude by number): Neyer feel that I really fit in 
and do not expect too much as to fulfillment of ambitions 7, We are all sensi- 
tive about some matters. Underline any of the following factors concerning you 
and your life, about which you are somewhat sensitive and which you dislike to 
discuss: Physique, complexion, facial features, health, home town, posture, 
family economic or social status, family behavior, religion, atheltic ability, 
scholarship, leadership, social functions, ambition, responsibilities, sex control, 
fears, temper, mistakes, self-control, unpopularity with same sex, unpopularity 
with opposite sex, unconventional attractions. Others: Lack of clothes and 
money; lack of physical strength; and especially poor complexion. 


H. Prosrems. (Personal view.) For each existing personal problem, difficulty, 
source of worry, fear, aversion, give: 1. Its specific and detailed nature. 
2. When it first arose. 3. Your attitude and reactions to it. 4. How much you 
desire to overcome it. 5. Methods used to date in dealing with the problem. 
6. How easy you expect overcoming it will be. 7. The percentage of college 
students you believe to be more troubled by this problem than you are. Number 
each problem. (Use other side of sheet if necessary.) 

Freer association with boys. My father has been dead since I was nine years 
old and I have been reared in a woman's world, therefore I scarcely know 
how to associate with men—what to say in a stag crowd. To overcome 
shyness in crowds and fear of speaking when a member or in class. 
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L Personatrry Trarrs: Underline all of the following which describe you rather 
accurately. Look at yourself as another person, and be very frank. Energetic, 


ambitious, overconscientious, self-confident, hard worker, restless, nervous, 
easily annoyed, quick tempered, versatile, witty, easygoing, unemotional, good- 
natured, friendly, persistent, original, calm, appear unemotional, inhibited, ab- 
sent-minded, shy, cautious, lazy, submissive, often procrastinate, avoid respon- 
sibilities, have initiative, seek responsibilities, aggressive, lack initiative, good 
teamworker, leader, follower, salesman type, sociable, individualist, cooperative, 
enjoy people, dislike people, too serious, sensitive, idealistic, cynical, hardboiled, 
indifferent, reliable, moody, easily distracted, cheerful, playboy, dependable, 

ext E ped caes Rid 


forceful, stubborn, critical, weak-willed, imaginative, egocentric, methodical, 
quick, self-conscious, retiring, often lonely, easily discouraged, easily hurt, 


enjoy being alone, pessimistic, jealous, tactful, anxious, unhappy, capable, 
tolerant. Others: -per-e nriran ttp ent eto 


J. History—Prior TO Corrrcr. List concisely and frankly under the following 
topics all of the factors in your life which made you the type of person you are 
today. Include factors from infancy to date, separating grade-school and high- 
school periods. Use other side of sheet if necessary. 

1. Parents, (Include temperament, compatibility, education, occupation, age, 
attitude toward you, influence upon you, financial status.): Reared by mother, 
high-school graduate, attitude of careful watching towards me—never enough 
money 2. Other members of the family or household. (Include age, tempera- 
ment, education, occupation, attitude toward you, and influence upon you.): 
Sister—much younger. I was more of a parent than brother 3. Health history. 
(Accidents, defects, major illness, worries.): No serious illness 4. Recreation 
and athletics history. (Include games or extracurricular activities preferred, 
team membership, honors, or accomplishments.) : Little athletic ability—like 
games of most every kind, but rarely participate 5. Sex history. (Include dates, 
dances, attitudes, experiences, practices; age beginning each.) : Started dating 
at 16—always got along well with girls I dated, but usually did not get dates 
with girls I really wanted to date. Treat girls as friends rather than sweet- 
hearts. 6. Social life history. (Include early playmates, clubs, gangs, camps, 
offices held, warm friendships, enemies, attitude changes.): Few childhood 
Mother saw to it that I didn’t associate with the wrong children, and 
there were few of the others in our town 7. School history. (Include reactions 
best and worst subjects, embarrassments, failures, 
reactions to teachers, attitude changes.) : Always made good grades, but was 
more or less teacher's pet. Never had to work for grades 8. History of extra- 
school experiences. (Include travel, work, hobbies, personal projects, successes, 
failures.): Spent most of the time out of school at work—little travel—few 
hobbies except reading 9. History of inner life. (Include fears, elements of 
inner strength, failures, dislikes, daydreams, strong attractions, 

feelings of being "left out" or abused, feelings of guilt, strong i 

space was left entirely blank by this client.) 10. Religious history. _(Include 

church preference, early training, value of beliefs in your life, discrimination 
experiences because of religion, attitude changes, disillusionment or loss of ideals, 
failures in reaching ideals.) : Member of Christian. Church since 12 years of age 

— not sure as to my religious beliefs as to after life. Always considered myself 

pretty good morally 11. Summary. Comment on the most important factors 

in your development (whether mentioned above or not) producing happiness or, 
sadness. Cive special emphasis to crises and disturbing or strengthening changes 
in circumstances in your life. Never very happy. (Twenty-four lines are left 


blank.) 
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Pipe Dreams 


The smoke from my pipe is like a wandering, searching soul. It spirals 
out and up, though by devious paths, ever seeking the heights. Caught in 
a stray draft, it is whipped about, forced down, rises once more. It circles 
the bounds of its existence, searching out the warming, glorifying rays of 
sunlight streaming through the blinds. It passes into the shadows, returns, 
lingering to let the sun proclaim its fragile beauty. It expands, becomes 
diffuse, tarries an instant on the breath of time, and is gone! 


In addition to writing, a client might express himself in art and in 
the crafts. The mode of expression most desirable is the one of his 
choice. Indeed, the psychological counselor can often do more in the 
way of encouragement than can the artist, since the counselor will 
ordinarily allow greater freedom of expression. Dramatics can be used 
in the same manner, if the role the client plays allows him the expression 
of deep feelings and the symbolic acceptance of self-aspects otherwise 
not approachable. 

Another effective form of expressive therapy is free writing. This, 
supplementing the therapeutic interview, consists of encouraging the 
client to find his own methods of release through writing. He is told 
that the purposes are release and insight. In some cases it produces as 
many and as vivid insights as the session itself. Clients vary in the ways 
in which they use the outlet; some merely jot down ideas, while others 
will write in complete sentences. Others have reported that they find it 
difficult to face the material that comes into consciousness when they 
are alone; they prefer to wait until they are in the presence of the 
counselor for the unburdening. Recently, systematic studies have been 
made of this method with university classes in personal adjustment. It 
was found that the method can be widely used, that intelligence and 
verbal fluency are not factors associated with it, and that with time some 
students can learn to use it as an original and effective means of handling 
their conflicts and frustrations. They can learn to write more freely, 
deeply, and insightfully (35). Below are selected excerpts from a series 
of notes brought in by a client at his interviews. He began writing 
freely during one of his depressed episodes and obtained so much satis- 
faction that the practice was continued. 


"Today I am nervous and I do not know the reason why. Last 
night I drank beer with the boys.” 


a S feel within as though a storm were raging, with the result as 
XN... 


“I have no confidence, but I should have. I can if I am determined 
to do anything I undertake. I can and will do anything. I have the 
confidence. I am always concerned over what people will think and I 
am trying to live up to their standards—the standards of every person 
I meet. This is a great task, and makes me nervous. It is impossible, 
and I should not. What does it matter that I don't please everyone? 
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I should have a certain idea and stick to it, and the hell with everyone 
else if they do not like it. I get this perfect feeling [he means perfec- 
tionism] from mother, who insisted that everything be just so, and if 
AD as when I was little, I get a whack, and I am afraid of this 
whack.” 


Client-Leading Techniques. The emphasis thus far has been placed 
upon the utilization of the client’s motivation and initiative for his own 
development. ‘There are times, however, when client initiative must be 
stimulated. The term techniques of leading has been applied to the 
remarks by the counselor which anticipate needs of the client during 
the session. Robinson (49) deems these remarks as those “which seem 
to be ahead of what the client is saying.” Carnes (49) has determined 
the degree to which the techniques listed in Table 19-2 are leading or 
directive in nature. These procedures are listed and defined in the 
increasing order of their effectiveness. Study of Table 19-2 will indicate 
that these procedures tend to vary in directiveness and use, depending 
upon the emotional state of the client as well as upon the relevance of 
the therapist’s lead to the on-going activity in the session. Assurance, 
for example, when the client 1s begging for it, so to speak, is very differ- 
ent in its effect from that given when the client does not have the 


symptom he insists he does have. 


Interpretation. B.LO., whose preinterview blank is presented in 
Table 19-1, had difficulty talking during the interview. The counselor 
found that certain statements like the following were helpful if said in 
an understanding and accepting manner: 

“You sometimes wish you got along with greater case with other 
fellows?” “Yes, definitely,” was the answer. Later the counselor said, 
“You feel inadequate and you don't sce a solution; that is what is de- 
pressing you. Just like the rest of us, you dislike certain aspects of your- 
self—aspects which were related to the conditions under which you grew 
up." The counselor felt that he could proceed in this manner before 
remarking as he did. ‘Thus it so happened that an interview which had 
reached a stalemate suddenly became enlivened, and B.I.Q. began talk- 
ing along the lines indicated above. In fact, many clients can be as- 
sisted by an opportune question suggesting underlying motivations for 
their difficulties. ‘These interpretations need not rob the client of 
initiative. They should merely stimulate him toward the resolution of 
the problem. But on the other hand, interpretations which the client 
is not yet ready to face can increase resistance and retard therapy. In- 
deed, these interpretations may bear fruit only at a later interview. An 
example of this follows. After a number of interviews it was suggested 
to George (page 504) that one of his difficulties was an emotional block 
in his attempt to love other people. The question was raised as to 
whether this block was related to his attitude toward his mother. Sev- 
eral interviews later he said, “I have just discovered that I don’t love 
my mother,” and he said this with obvious insight. “I don't love my 
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mother—that’s it. I remember your suggesting this some time ago, but 
I couldn't understand it then. I see it now.” 


TABLE 19-2 


TECHNIQUES or LEADING LISTED AND DEFINED IN INCREASING ORDER 
or Tuzm DIRECTIVENESS * 


l. Silence—Co. (counselor) remains silent but accepting when Cl. (client) 
pauses. 


2. Acceptance—Co. indicates verbally that he understands and accepts Cl.’s 
remarks. This is sometimes done by restatement of what Cl. has said. 


3. Clarification—Co.'s simplification of Cl.’s rambling remarks. 


4. Approval—Co. briefly expresses approval for certain client remarks by "yes," 
“uh-huh,” “good,” etc. 


5. General lead—Co. gives nonspecific cues for opening conversation, i.e., “How 
are things going?” or “What would you like to discuss?" 


6. Tentative analysis—Co. suggests a possible meaning of an experience stated by 
Cl. in such a way that Cl. may accept or reject it. 


7. Interpretation—Co. goes beyond the Cl.’s remarks to underlying antecedents 
usually not yet clearly understood by Cl. 


8. Unrelated topics—Co. introduces a new topic not related to what Cl. has 
just said. 


9. Assurance—Co. indicates that Cl.’s concem is unwarranted. 
10. Urging.—Co. suggests specific attitudes or actions, offers arguments for them. 


* The contents of this table are based upon data reported by E. F. Carnes, 
Counselor flexibility: Its extent, and its relationship to other factors in the interview, 
Doctoral dissertation, Ohio State University, 1949, and as reviewed by Francis P. 
Robinson (49, p. 83). The order of listing is based upon the median numerical 
assignment of 34 classified counselor speeches by 42 judges. 


Symptomatic Treatment. Although in some cases this may be im- 
portant as a temporary stopgap or as supplementary treatment, it should 
not be confused with basic psychotherapy. The client who suffers a 
severe psychoneurosis or from strong conflicts that express themselves 
in surface symptoms does not recover when these are removed. There 
are times, however, when symptoms are quite disturbing to the client 
and must be removed early in the therapeutic process. As Thorne (64) 
indicates, to do so may provide optimal conditions for continued therapy. 
At other times the distressed individual needs immediate relief. Much 
of the work that is done with stutterers in speech clinics is symptomatic 
but undeniably helpful. For example, the tense client can be taught 
to relax with a few demonstrations and with the suggestion that he 
systematically attempt this at home. The counselor may try to alleviate 
the symptoms of tension at the same time he is helping the client face 
the problem that has produced the tension. 

In other cases ventilation is not enough. The unstable client often 
needs the reassurance and the suggestions of the counselor who has 
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prestige. Some clinicians have used a relaxed, suggestible state, a wak- 
ing suggestion, to remove acute symptoms so that they may later pro- 
ceed with therapy. This is frequently used in preference to hypnosis. 
The person may feel that he is “going crazy” when he is struggling with 
a specific conflict. Reassurance in the first interview, after the client 
has “talked out" his difficulties, is noticeably helpful. One person said, 
“Will you just tell me again—there's no great likelihood of my going 
crazy?” The skilled counselor usually has a wealth of knowledge of 
such matters as the control of worry, social maladjustments, and per- 
sonal inefficiency. Although by imparting information to the client at 
appropriate times he is merely helping the client to remove symptoms, 
he nevertheless in many cases raises the morale of the client and increases 
rapport. These suggestions need not disrupt the essential therapy that 
is in progress. 

Re-education. This, too, is often symptomatic in approach. Reading 
and study clinics (see Chapter 9) have programs that aim to correct 
inefficient habits. A special program to improve grooming, to learn 
dancing, or proper posture may indeed be valuable as supplementary to 
psychotherapy. Upon occasion, too, a client is essentially stable, but 
suffers from a specific phobia or other isolated symptom. Here a habit 
or perhaps a disturbing attitude has developed and will not disappear 
through insight alone. The following excerpt is illustrative. È 

A girl had developed a phobia for cats following a childhood experi- 
ence in which she was attacked by a cat in a dark basement. Years later, 
as she walked into her dormitory room one night and turned on the 
light, a cat suddenly rose up out of a chair. She became hysterical. 
The counselor suggested slow re-education, which consisted at first of 
surrounding herself with pictures of cats. Later she purchased tiny 
models and figures of cats. In time she was able to look at a cat from a 
window without feeling disturbed. Her friends cooperated with her by 


he could observe them. After several months 


bringing cats near so that s 
she was voluntarily able to approach one, something she could not have 


done at the start of the re-education program. 

Now and then, as Thorne (62) suggests, it is incumbent upon the 
counselor to assist the client, through re-education, to gain a perspective 
that will improve his adjustment. This is true when the client requests 
technical information and advice which the counselor can readily supply. 
The counselor must first decide, of course, whether or not the perspective 
can be gained more effectively by the client’s own efforts. Crider (12) 
reports cases of situational impotence (see Chapter 10) which, he states, 
require interpretation, advice, and reassurance. For these clients the 
nondirective approach was considered out of the question. 


ibli i h reading. 
Bibliotherapy. Self-understanding can be enhanced throug 

Books like Liebman’s Peace of Mind (32), Morgan's How to Keep a 
Sound Mind (44), and certain of the Life Adjustment Booklets by 
Science Research Associates, such as Understanding Sex (28) or Under- 
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standing Yourself (40), as well as numerous short stories and novels, 
help to provide insight. Some troubled people get supportive comfort 
from the Bible and other religious works. The counselor often finds it 
helpful to leave such books about his waiting room. Oftentimes thera- 
pists have mimeographed excerpts from books and have these available 
generally to clients. Still others have prepared selections to be handed 
to clients. Many parts of The Psychology of Personal Adjustment (36) 
were used in this manner prior to publication. Illustratively speaking, 
the following is an excerpt from a mimeographed sheet which is given 
to clients in need of self-re-education. 


Growinc SOCIALLY IN COLLEGE 


Some of us have learned shyness and strained dignity in earlier life. Tt 
can be unlearned. But we must train for this. Don't expect immediate 
success—but keep in training—a little every day. 

Use these suggestions intelligently. Don't bog down by making this 
an oppressive mechanical undertaking. Note that these suggestions require 
you to do something, not just to think about yourself. These suggestions are 
merely starters—you must find your own, the ones that best fit your talents 
and preferences. 

l. One writer advises: Toughen your sensitive ego. 

A. Expect to make a few errors daily—errors that would have made 
you shudder previously. We all make them, but some people 
learn to laugh at them. 

B. Accept kidding. Small differences in dress or behavior may 
arouse it—other people can develop an affection for you by 
kidding you if you take it well. 


2. Keep your attention on the other fellow—not on your own feelings. 
A. Compliment him on a good story, success in athletics, grades, 
choice of clothes, choice of date, work habits, manners, any- 
thing of value he has or shows. 
B. Be ready to perform small favors: Light a match, open a door, 
ponr the water, lend a pencil, and send appropriate greeting 
cards. 


Bibliotherapy thus furnishes information, stimulates insight, develops 
interests, and gives the client sources of identification and vicarious 
gratification (41). 


Environmental and Schedule Changes. Basic conflicts or disturbing 
inner trends cannot always be altered by merely changing the environ- 
ment. There are times, however, when an appropriate change in en- 
vironment will aid the whole psychotherapeutic process. A shift should 
be preceded by psychological testing and a thorough evaluation of the 
client in relation to his present situation. Many counselors can relate 
incidents in which a client has shown marked improvement in efficiency 
and happiness when he has changed from a setting which was not com- 


EE ti 
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patible with his interests and abilities. Similar results have occurred 
when a student has changed from a large to a small college or vice versa, 
from a fraternity house to a room alone or vice versa. A change which 
can be expected to produce success should be advocated. Other minor 
changes, such as an occasional visit home for the homesick, in addition 
to psychotherapy, more recreation for some, a better working schedule 
for others, are all examples. 


General Semantics, Another directive tool that the therapist can and 
often does use is semantics. Here, he adroitly leads, if need be, the 
patient to perceive the illogic in his speech, thoughts, and acts. As 
Wendell Johnson in his People in Quandaries states, man is able by 
language symbols to talk and think himself into conflicts. The client 
who overly aspires to be “popular,” “successful,” or "perfect" is doomed 
to failure by virtue of his inability to define these goals in realistic terms 
and, hence, is forever uncertain of his status. This uncertainty is usually 
then translated into self concepts of “unpopular,” “failure,” and “bad.” 
These “cither-or” notions induce what Johnson calls the “IFD pattern": 
idealism leads to frustration which, in turn, leads to demoralization. 
The use of semantics in treatment rests upon retraining the client in 
the meaning of words and upon assisting him to determine his own 
idiosyncratic contributions to these overdetermined concepts. While 
general semantics can be used as a therapeutic approach in its own right, 
many therapists, regardless of their frames of reference, assist their clients 
in achieving this goal by insistence upon definition, documentation, 
specification, and the gradual exclusion of "either-or" notions. Insight 
is gained when the client perceives the relation between concept-mean- 
ing and his own wishes, fears, attitudes, and experiences. 


Chemical, Electrical, and Surgical Assaults 
as Adjuncts to Therapy 


Among the most direct of therapeutic techniques are the assault ap- 
proaches. They are prescribed for patients whose severe symptoms 
prevent an effective personal relationship with the psychotherapist. 
These disturbed patients are usually hospitalized, after which they re- 
ceive shock treatment as a part of the total therapeutic approach (see 
Chapter 24), or psychosurgery to alleviate an otherwise adjudged hope- 
less condition. The patients for whom these approaches are applied 
are thus those who are so highly negativistic, mute, stuporous, pre- 
occupied with their own fantasies, depressed, or maniacal that Hy 
are unresponsive to psychotherapeutic procedures (8). Narcosis, m 
drastic than shock therapies, is used more often for the less excited an 
de ients. Ng 

silii these therapies * centers upon the determination of 

4 A more detailed discussion of these approaches is found in references numbered 
1, 18, 19, 27, 70. 
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their relationships to psychotherapy. While they have for years been 
considered by many as treatment procedures in their own rights, it is 
now recognized that these methods, when used appropriately, prepare 
the unresponsive patient for an interpersonal relationship with the 
therapist the better to re-attain a level of adjustment. 


Narcosis. This is one of the oldest chemical auxiliaries to psycho- 
therapy. Because of its sedative and quieting effect, it has been used 
with the excited and the depressed. In continuous sleep therapy, one 
of its forms, the patient sleeps for a number of hours and is then inter- 
viewed when he awakens usually in a more receptive mood. A shorter 
sleep period is sometimes used in the college infirmary with the agitated 
or depressed youth who does not readily respond to the opportunity to 
ventilate his feelings. After a day or two of such hospitalization, the 
patient's outlook improves. The therapist visits him during this in- 
terval and helps him plan a new posthospital program which includes 
office interviews and a more realistic schedule of campus activities. 

The use of narcosis has been recently revived in a newer context, 
ie, narcosynthesis (14, 20, 21). The patient is given sedation so that 
he is relaxed and drowsy, although still able to talk. During this con- 
dition the patient often relives traumatic experiences and engages in 
uninhibited conversation with the therapist. This catharsis appears to 
reduce the anxiety previously associated with the traumas recounted. 
The therapist supplies emotional support and helps the patient face the 
repressed incidents, to look at them more realistically, and to integrate 
them into the life pattern. The case of a college girl is illustrative. 


Betty Jane shocked and puzzled her sorority sisters by her sudden 
promiscuous sex life after her parents forced her to break her engagement 
with an old sweetheart. She was hospitalized by a psychiatrist, given seda- 
tion, and interviewed about these sexual experiences which were so disturb- 
ing to her. As she recalled one by one her indiscretions, the therapist helped 
her see them in the perspective of her total life, especially in relation to her 
ties with her parents and the fiancé. Daily sessions were held immediately 
after recovery from the narcosis. Her parents, boy friend, and the sorority 
president were also interviewed. Betty Jane began to understand and deal 
with the memories of these indiscretions. She later made an effective ad- 
justment to college life. Prior to her brief hospitalization and narcosis 
therapy she had been unable to discuss, relate, and integrate these experiences 
with her own concept of self. 


Narcosynthesis thus is used to assist the patient in the ventilation 
of repressed material as well as to help him to assimilate its contents. 
Although this method proved valuable during World War II, similar 
value in the civilian milieu must be demonstrated. (16). Narcosyn- 
thesis is used with the patient who is disturbed by severe and repressed 
conflicts, often of recent origin, and who shows little improvement in 
psychotherapy. In numerous instances sodium amytal or sodium pento- 
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thal interviews are interspersed with routine therapy sessions for the 
more resistant patients. Narcosis therapy has its dangers, particularly 
when the administration is prolonged. These complications necessitate 
vigilant medical and nursing care. 


Shock Therapies. Insulin (IST), metrazol (MST), and electric 
shock (ECT) have had considerable use as direct approaches to mental 
health problems. Although electric shock (electric convulsive therapy) 
is the most recent of these methods to be developed, it is now the most 
widely used. It has to a large extent superseded the use of metrazol, in 
part because, in the latter, patients exhibited extreme anxiety before 
losing consciousness, and because ECT can in its administration be 
relatively precisely controlled. Depressed patients, such as those diag- 
nosed manic-depressive, involutional melancholia, or as neurotically de- 
pressed, appear to profit most from this approach. In many instances 
electric shock is used alone or in combination with IST in the treatment 
of schizophrenia. In general, psychoneurotic patients, other than those 
who are depressed, ordinarily profit little from ECT or any other of the 
shock therapies. a 

‘The procedure in IST involves an increasing dosage of insulin injected 
from three to six days per week. Eventually the patient becomes con- 
fused, disoriented, and stuporous. Shortly he goes into a coma. After 
an interval of time, carbohydrates are administered to terminate the 
hypoglycemia and attendant coma. Convulsions often occur during the 
treatment. A course of IST treatment usually comprehends from 50 to 
60 comas. After emergence from the coma, the patient is often friendly, 
more responsive, and his psychotic symptoms appear diminished. The 
psychiatrist can use this period to establish a relationship with the 
patient. Subshock therapy, or ambulatory insulin shock therapy, is a 
variation of IST. Not enough insulin is given to induce coma. This has 
the effect of quieting the patient and of increasing his appetite. Less 
anxious and eating better, the patient slowly is enabled to participate 
in therapeutic interviews. Views as to its value range from the con- 
clusion that subshock therapy is as effective as deep coma (66), to the 
assertion that while it is no substitute for the classical approach, it is 
superior to no insulin at all (54). In general, IST is primarily used in 
the treatment of schizophrenic patients, while MST, when used, is 


administered to the depressed. : 
ECT is administered by placing electrodes over the temple regions 
t through the brain for a frac- 


of the skull and passing an electric current e 
tion of a second. This results in a generalized convulsion of short dura- 


tion and similar to that seen in grand mal epilepsy. Immediately there- 
after the patient is stuporous. The number of shocks administered in 
a series varies with the patient. Some who receive five to ten treatments 
respond well to individual and group therapy. Others may need 20 ta 
more. Usually two or three treatments are given each week. Recently, 
nonconvulsive electric stimulation has been used alone or in combina- 
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tion with ECT. Its use overcomes some of the disadvantages of the 
latter, including anxiety, memory defect, and inertness (1). The com- 
bined convulsive and nonconvulsive treatment, known as electronarcosis, 
resembles insulin in its effects on the patient. It has been recommended 
as a treatment for schizophrenia, especially for paranoid patients who 
have unfavorable prognoses (37, 66). 


Psychosurgery. Prefrontal lobotomy is one of the better known 
forms of psychosurgery and involves the bilateral severing of neural 
connections between the prefrontal areas and the thalamus. No part 
of the brain is ablated. With newer surgical techniques, such as the 
transorbital, the patient is ambulatory within an hour or more. Follow- 
ing the operation, the patient is usually disoriented and apathetic, and 
convulsions often occur. There is ordinarily a marked change in be- 
havior, including asocial, tactless, offensive reactions, and greater sensi- 
tivity to environmental stress. He shows less spontaneity and initiative. 
Performances on tests measuring foresight, planning, and prolonged at- 
tention are impaired (45, 50). The patient eventually becomes more 
docile and is less of a problem on the hospital ward. The procedure is 
usually recommended for the dangerously suicidal, assaultive, and de- 
structive patients, and has relieved symptoms of chronic depression, 
obsessions, impulsiveness, and hyperactivity. Psychosurgery, however, 
has not been found effective with the antisocial and the psychopath (1). 
Following the operation the patient is not only more dependent upon 
the therapist and more suggestible, but he is also more indifferent. ‘This 
leaves as moot the question as to whether psychosurgery is preliminary 
to psychotherapy. There are many who maintain that it is a means of 
improving an apparently hopeless condition in a patient who has not 
responded to other approaches. Other forms of psychosurgery include 
topectomy, the ablation of specific areas in the frontal lobes, and 
thalomotomy, the placement of discrete lesions within the dorsomedial 
nucleus of the thalamus (1). 


Explanation of Effects. Why do the assault therapies produce re- 
mission of symptoms? One favored explanation is that the shock 
reduces anxiety and guilt. Yacorzynski (76) accounts for the effective- 
ness of both shock therapies and psychosurgery in terms of the hy- 
pothesis that they all release the pathological inhibition of the emotions. 
In shock there is a stimulation of the sympathetic nervous system and 
the adrenal glands. In psychosurgery, the inhibitory influence of the 
cerebral cortex is removed which, likewise, has the effect of emotional 
release. This view is favored by the following selected facts. Those 
with depressive syndromes are most aided by the assault therapies. 
Those schizophrenics whose symptoms are more emotional than in- 
tellectual have the best recovery rates from shock therapy. This view, 
too, reminds us that the most effective therapies of all kinds, ranging 
from the relationship approaches to shock treatments, have in common 
this factor of release of inhibition. This release seems preliminary to 
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the change in perspective which functions so conspicuously in the im- 
provement of all suffering from behavior disorders. 


Evaluation of Assault Therapies. How effective is shock therapy? 
It is oftentimes reported that favorable change occurs in about 60 per 
cent of those so treated. From a fourth to a half of this group is 
markedly improved. The others are only somewhat improved (7). The 
most improved patients, however, are those suffering from the affective 
disorders. Moreover, schizophrenic patients who improve are those in 
the favorable prognostic group in the first place. In evaluating the 
assault therapies one must consider the complications, dangers, and 
mortalities in the use of the method as well as the negative aftereffects 
reported when shock is used with those inaccessible patients with poor 
prognoses. These more drastic approaches cannot be separated from 
psychotherapy since the patient must be prepared for treatment. This 
preparation itself seems to have potent therapeutic effects (1); the 
therapy has different meanings for different patients and its effects often 


bring them closer to the therapist (1, 7, 8). 


Summary 


Psychotherapy is a verbal problem-solving process with the counselor 
assuming the initiative when the client shows resistance or is blocked in 
the expression of his feelings. The appropriate techniques may be 
used with a supportive goal in view to help the client through a crisis, 
or the therapy may be reconstructive and hence involve deeper, longer, 
more analytical processes which uncover more anxiety. Diagnostic 
tools, interpretation, symptomatic treatment, re-education, general 
semantics, bibliotherapy, and environmental manipulation can, among 
others, all be used if they aid and stimulate rather than inhibit the 
on-going process of deeper self-understanding, objective self-acceptance, 
and effective self-control. It is the qualified counselors duty so to use 
directive techniques—when these are indicated—that he guides these 
processes in an effective and therapeutic manner. — l 

The most directive of the therapies are those using narcosis or chem- 
ical, electrical, and surgical assault. Through the use of these: drastic 
techniques better contact can be made with the inaccessible patient. 
Psychotherapy is thus more possible. Adjudged “hopeless” and danger- 
ous patients have been made more manageable. Critics view the assault 
therapies as a means of substituting different symptoms for existing 
ones and emphasize that the best results are obtained with patients al- 
ready classified under the rubric of “favorable prognosis. 
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Chapter 20 


CLIENT-CENTERED THERAPY 
By Wriu1aM U. Snyper, Px.D. 


A METHOD of counseling which has recently been the source of wide- 
spread interest is the client-centered or nondirective approach of Carl 
R. Rogers. This method is a development for which psychologists are 
largely responsible, and it possesses certain distinct characteristics be- 
cause of that fact. It is an approach to counseling in which the focal 
interest is the feelings of the client himself, rather than the symptoms 
he relates, One of its outstanding characteristics is an attitude of total 
permissiveness on the part of the counselor. 


History. The historical origins of clientcentered counseling are 
found in will therapy by Otto Rank and relationship therapy by Jessie 
Taft. Originally a student of Freud’s, Rank (30) later differed with him 
concerning the nature of the therapeutic relationship. He believed that 
in psychotherapy, as in every other life experience, a conflict exists be- 
tween the “wills” of the two persons involved. Therefore it was his 
opinion that the client should be allowed free opportunity to exert his 
will in dominating the counselor. Rank was much impressed with the 
notion of birth trauma, a concept which refers to the emotional pain 
that separation from the mother is believed to cause the newborn child. 
He assumed that every life experience duplicates this situation, and that 
the patient who has not found a successful means of adjusting to this 
separation suffers a neurosis. For Rank, therefore, each therapy situ- 
ation was an experience in readjusting to the separation from a person 
who represented the loved parent. Eventually the ending of treatment 
was itself thought to have symbolic value for the client as a part of this 
relationship. 4 i 

This conception of will therapy was brought to this country by Jessie 
Taft, a social worker, who translated Rank’s writings into English. Taft 
(45) placed great emphasis on the relationship which exists between 
the two persons in a therapeutic interview. She believed that this re- 
lationship was more important than the decisions or the intellectual 
explanations of behavior which might be made during therapy. The 
situation was, therefore, made very permissive, and the client was al- 
lowed to express any attitude that he felt. 
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This point of view spread in this country between 1930 and 1940 so 
that eventually a number of people were utilizing similar concepts. 
John Levy’s relationship therapy, David Levy’s attitude therapy, and 
Frederick Allen’s approach to psychotherapy with children are among 
the more important examples. Rogers also was influenced by this 
approach; in 1940 he began to modify this point of view in the direction 
of an even more permissive relationship. By 1942 his ideas had been 
sufficiently crystallized to be published in the book entitled Counseling 
and Psychotherapy (33). These views were developed and elaborated, 
and have been described most adequately in Rogers’ newest book, Client- 
Centered Therapy (32). 


Description of the Method 


Basic Techniques. The client-centered method developed along an 
empirical line so that the techniques used appeared before the theo- 
retical explanation of the method. In order to produce a permissive 
relationship and to avoid directing the interview, the counselor uses 
both positive and negative principles. Not only does he perform certain 
functions, but he carefully avoids certain others common to traditional 
(directive) counseling (see Chapter 19). It is for this reason that the 
term “nondirective” first arose. Among the techniques which the 
counselor avoids are the giving of information, the giving of advice, the 
use of reassurance and persuasion, asking questions, offering interpreta- 
tions, or giving criticisms. "The major activities performed consist of the 
attempt to recognize or clarify the feelings associated with what the 
client is saying, and simple acceptance of the client’s statements. The 
following is an example of clarification of feeling: 


Subject. Everything gets to going so badly that finally you end up by not 
going to class. You get sort of nonchalant. But you know damn well 
that you wanta get the work. You're lying to yourself. 

Counselor. You want to use some kind of defense when things are going 
so badly. 

Subject. Yes. It didn’t happen so much this summer. 

Counselor. That kind of defeating situation makes you feel that the best 
thing to do is just to give up and admit defeat. 

Subject. I want to give up, but there are too many other factors—too many 
people depending on me. It makes the idea of being alone in the world 
attractive. 

Counselor. You feel you have other people expecting a good bit of ou, 
and Pewaistarbing sensation. Revs ew PEAN ? 

Subject. Right. 


An occasional activity of the counselor is the explanation of the roles 
of the client and counselor. This is called structuring. Structuring is 
a process capable also of imparting to the client the idea of his accept- 
ance by the counselor. As best employed it is not a negative concept 
of stating what the counselor will not do, but rather a warm positive 
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contribution which gives the impression that the counselor and client 
will work together to find a solution to the problem. The following 
is an example of structuring: 


Counselor. Well, I might tell you about what can be done. You could 
come in for regular interviews this way, and we could try to work this 
thing out together, and see what solution we could reach. It isn’t 
something that I can give you any simple answer to; it requires our 
going over whatever you feel has been important until we are able to 
work out something that will be an acceptable solution. 


As stated above, reassurance and interpretation are seldom used in 
the client-centered technique. Although some variation exists among 
counselors in this respect, most of them are inclined to rely on the recog- 
nition of feeling as being in itself reassuring. Other reassuring elements 
of the interview are the counselor's tone of voice, his choice of words, 
facial expressions of interest, and his general poise and bearing. Occa- 
sionally some counselors may commend the client, although this is not 
the general practice. Interpretations are somewhat more directive tech- 
niques (see Chapter 19) since the counselor proposes his ideas of the 
nature of the client’s problem, and so they are here usually avoided. An 
interpretation is best described as any statement which attempts to sug- 
gest a motivation of the client. The counselor using the client-centered 
method seeks to avoid saying why the client may have acted as he did, 
but rather waits until the client himself can give the explanation. 

The giving of information is a technique which is traditionally asso- 
ciated with counseling. In the client-centered approach, however, this 
is seldom used because it is considered a counselor's attempt to make 
the decision as to what behavior is appropriate for the client. When 
a client seems actually to lack information and expresses a need for it, 
the counselor is likely to refer him to a convenient source. He avoids 
giving it himself because to do so has been found to alter the relation- 
ship, placing the responsibility for the progress of counseling on the 
counselor, rather than maintaining it as a joint responsibility. In certain 
infrequent cases, when the client makes unusually strong demands that 
the counselor give him information, the counselor may comply in a 
limited sense in order to avoid breaking rapport by assuming a nega- 
tivistic, and thus directive, role. Any information given in such a 
si y i 

a a ific techniques indicated, there is another 


In addition to the speci c aes 
aspect of the treatment which is not so much a technique as a generalize 


attitude of counselor acceptance of the client himself. It includes a 
belief that the client will be capable of obtaining a satisfactory solution 
to his problems through the use of this method. ‘The Soca a 
sistently makes an effort to accept the client, and this is done eu y y 
the process of responding to his feelings. Feelings are pen to ane 
accepted whether they are positive or negative, and whether they invo: y 

the client, his associates, or the counselor himself. No matter what the 
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client says, it is accepted. This attitude of warmth and permissiveness 
on the part of the counselor gives the client the feeling that he is under- 
stood and that he is free to work out his problems in his own way. 

As a result of the procedures employed by the counselor, certain client 
reactions follow. Typically, the first interview is one of catharsis—with 
the client pouring out his problem. Late in this interview there is 
almost always a pause when the client either asks or implies the question, 
“What are you going to do about this?" At that point the counselor 
structures the situation and gives the client the opportunity of deciding 
whether he wishes to continue with counseling. The client, because 
the situation tends to place responsibility upon him, makes progress in 
working out an understanding of his difficulties and reaches a solution 
which, for him, is acceptable and effective. 

In clientcentered therapy the client's progress usually follows a 
regular series of steps. At the beginning of the treatment the client 
states his problem, generally expressing many negative feelings toward 
himself or others. He may even express doubt as to his ability to work 
through the problem. After a considerable amount of negative expres- 
sion—and this varies among clients—tentative statements of positive 
attitudes toward the situations that have previously been described in 
negative terms are hazarded. Meanwhile there is a growing amount of 
insight. At first this is not significant, but as the treatment continues it 
deepens and frequently reveals a growth in understanding the dynamics 
which have influenced the client. At times this includes insights relat- 
ing to the client's childhood and reveals a tendency toward a more 
complete understanding of his personality. Next a recognition of the 
steps which seem necessary to bring about changes in the situation 
usually develops. Then, in most cases, a minor retreat or relapse in 
progress characterizes the client's effort to decide whether or not he 
wishes to take these steps. This period of relapse is somewhat indefinite 
in length, depending upon the individuality of the client. 

Eventually, in the case making satisfactory progress, the client makes 
a choice in the direction of acts that will help him to eliminate his 
problem. These plans he at first tries tentatively, or in a testing mood, 
but as he becomes aware of the fact that they are proving satisfactory 
he makes rapid and more sweeping revision of his former modes of 
behavior. The client is then likely to recognize that he is no longer in 
need of treatment, although it is not unusual for him to wonder whether 
the improvement will be lasting and to want to continue the treatment 
interviews through an experimental period. Usually, however, within 
an interview or two the client reaches the conclusion that a real change 
has taken place, and that although he has not reached the solution to 
every problem in life, he now feels prepared to approach problems in a 
different manner and to handle on his own initiative most of them as 
they arise. Thus the question as to how long treatment is to last is no 
problem. It generally lasts until the client reaches the stage of feeling 
prepared to proceed without treatment. 
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There is some variation regarding the frequency of interviews, but 
in general they tend to take place once or twice a week. This is usually 
decided at the first interview. It may be modified as treatment pro- 
ceeds, but always by common agreement. The interviews are usually 
held regularly and follow a systematic schedule. The client’s just “drop- 
ping in” is not an accepted procedure in this method. Also, clients are 
discouraged from attempting to seek extra interviews or from telephon- 
ing the counselor at his home. These techniques are discouraged because 
the importance of limiting any human relationship is recognized, and 
an overdependency on the part of the client is to be carefully avoided. 
Limitation is placed, too, on attempts to encourage an affectional rela- 
tionship with the counselor. The relationship is kept warm and under- 
standing, but it is always a professional relationship. The personality 
and past activities of the counselor are never discussed with the client. 
Because of the nature of the method, the counselor has no need to 
describe desirable or undesirable behavior and therefore he does not 
relate any of his personal experiences or attitudes. 

A further limitation usually maintained by the counselor is with 
regard to the length of interviews. The most frequent length is 50 
minutes, and the counselor does not permit this to be extended. Shorter 
or longer periods may sometimes be used, but if so it is by mutual 
understanding. With younger clients the periods are more regularly 
shorter. The counselor never permits telephone calls to interrupt the 
counseling. He carefully keeps the appointment, but if the client is 
late, no effort is made to make up the time missed. Lateness on the 
part of the client is considered to be an indication of resistance to the 
counseling unless clear evidence indicates otherwise. In effect, the 
counselor lets the client know that there are limitations upon the de- 
mands he is permitted to make, but that except for certain limitations 
the entire period is to be used as he wishes. The counselor also carefully 
avoids giving any token gifts or other expressions of affection, and in 


general discourages any attempt on the part of the client to give him 


gifts. In so far as possible, he avoids nonprofessional social contact with 
the client. ; 

The counselor also avoids certain techniques used in a more tradi- 
tional approach to counseling, such as using his influence with officials 
on behalf of the client. It is implicit in the technique that the client 
receive from the counselor a counseling relationship, but he does not 
receive assistance in living such as would characterize many social case- 


work relationships. 


Theoretical Foundations 


Several basic assumptions which underlie the use of this technique 
s stresses the following 


are discussed by Rogers and his followers. Roger: 
four: (1) the ‘Individual possesses a drive toward growth, health, and 
adjustment; (2) client-centered therapy stresses the emotional aspects 
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of adjustment rather than the intellectual ones; (3) the method is 
principally concerned with the immediate situation rather than the 
emotional situations of childhood; and (4) the treatment relationship 
is itself a growth experience. The latter three are rather descriptions 
of the technique and would not likely be disputed. The first concept, 
however, that of the drive toward growth and adjustment, meets with 
some opposition. Most specialists in psychotherapy agree that a moti- 
vation on the part of the client toward cure facilitates treatment, and 
if this principle were stated as one that describes many clients, who 
achieve thereby a good adjustment, it would probably be widely ac- 
cepted. When Rogers (35) states that the individual has the “capacity 
and strength to devise unguided the steps which will lead him to a more 
mature and more comfortable relationship to his reality,” he is advanc- 
ing a theoretical point that is undoubtedly true for some individuals 
but has yet to be proved true for all. 

Anderson (1) has defended the client-centered technique on the 
theoretical grounds that it “cuts the vicious circle of aggression breeding 
aggression.” He has demonstrated experimentally that the responses of 
many persons in social situations are aggressive ways of meeting aggres- 
sion, and only when these responses are characterized by understanding, 
and hence by the integrative function, do they tend to bring about a 
different attitude in the person. 

Another interesting theoretical contribution to the client-centered 
approach is Shaw’s (39) description of the way insight is achieved in a 
counseling relationship. He defines insight as the ability to use symbols 
formerly unavailable by virtue of repression. When a person disapproves 
of an idea, this disapproval is a conditioned stimulus to the arousal of 
anxiety. The person reduces anxiety by repression. If the person is able 
to symbolize the idea and bring it into consciousness, this process is 
described as insight. Client-centered therapy brings about insight be- 
cause it gives considerable opportunity for the client to verbalize and 
thus to symbolize more adequately the repressed incidents. In many 
situations this verbalization is not sufficiently complete to allow the 
reconditioning to take place. Shaw also points out that the verbalization 
in an acceptance-oriented situation considerably facilitates the recon- 
ditioning. 

A further development of this idea has been proposed by Shoben 
(41, 42) who, in two articles, has attempted to explain client-centered 
therapy in terms of familiar concepts from what is usually called learn- 
ing theory. He proposed that psychotherapy occurs through three inter- 
related processes: (1) reduction of repression and instigation of insight 
through symbolic reinstating of the stimuli for anxiety; (2) reduction 
of anxiety by association of the anxiety-producing stimuli with the com- 
fortable therapeutic relationship; and (3) re-education through the 
therapist’s reinforcement of the patient's tentatively formulated new 
goals and means-to-goals. Shoben relates his theory to Mowrer's two- 
factor learning theory, in which the learning of "voluntary" responses 
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is effected through the principle of reinforcement, and of involuntary 
responses through the principle of contiguity. 

A unique theoretical contribution to client-centered therapy which 
definitely affects the technique is Rogers’ (34) belief that the use of 
psychometric tests can interfere with the process of therapy. In a client- 
centered situation, therefore, tests are almost never used on the initiative 
of the counselor except for research purposes. If the client requests 
them, they may be made available. This change in approach from the 
traditional case history and testing method lies theoretically in the belief 
that one of two situations is likely to prevail: (a) the client may be emo- 
tionally unprepared to utilize information about himself, especially in 
those instances in which an emotional difficulty, rather than lack of 
factual information, requires resolution, (b) the client may consciously 
or unconsciously use the psychological test situation as a means of forc- 
ing a dependent relationship upon the counselor, thereby making it 
possible for the client to avoid accepting the responsibility for solving 
he problem. In line with this theory, Rogers (35) criticizes the main- 
enance of a diagnostic attitude toward the client. He believes that it 
is not the counselor who makes the decisions about changes in the 
client's behavior, and that most often the less a priori knowledge the 
counselor possesses the more unbiased he will be and the less likely that 
his counseling will be colored by a predetermined point of view. In the 
absence of test data, therefore, the client has more freedom to develop 
the therapy situation to meet his needs. Further, the counselor feels 
ess compulsion to direct the interview along one particular line. 

As thinking about client-centered therapy develops, it becomes ap- 
parent that there is a new recognition of the significance of the client s 
Subjective experiences which are inherent in the situation. Rogers’ em- 
phasis has shifted toward the more personalistic frame of reference, and 
especially toward emphasis on the self-concept. In his recent book, 
Client-Centered Therapy, he advances a theory of personality based on 
19 propositions, each one of which is phenomenological in orientation. 
These propositions constitute the latest thinking on the point aa 
theoretical justification of client-centered methods. It is admitted by 


Rogers that these postulates are derived in part from the saan of 
many different psychologists, but their exact formulation, and their 
systematic organization, is original with him. The postulates os im- 
portant enough to be quoted here in full. They are as follows: 


1. Every individual exists in a continually changing world of experi- 


ence of which he is the center. 2 f w 
2. The organism reacts to the field as it is experienced and perceived. 
This perceptual field is, for the individual, reality. 
3. The organism reacts as an organized whole to this phenomenal 
field. 


1 Quoted from Carl R. Rogers’ Client-centered therapy by permission of the 


publishers, the Houghton Mifin Co., Boston. 
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The organism has one basic tendency and striving—to actualize, 
maintain, and enhance the experiencing organism. y 
Behavior is basically the goal-directed attempt of the organism 
to satisfy its needs as experienced, in the field as perceived. 
Emotion accompanies and in general facilitates such goal-directed 
behavior, the kind of emotion being related to the seeking versus 
the consummatory aspects of the behavior, and the intensity of 
the emotion being related to the perceived significance of the 
behavior for the maintenance and enhancement of the organism. 
The best vantage point for understanding behavior is from the 
internal frame of reference of the individual himself. 

A portion of the total perceptual field gradually becomes differ- 
entiated as the self. 

As a result of interaction with the environment, and particularly 
as a result of evaluational interaction with others, the structure 
of self is formed—an organisk fluid, but consistent conceptual 
pattern of perceptions of characteristics and relationships of the 
*T" or the “me,” together with values attached to these concepts. 
The values attached to experiences, and the values which are a 
part of the self-structure, in some instances are values experienced 
directly by the organism, and in some instances are values intro- 
jected or taken over from others, but perceived in distorted fashion, 
as if they had been experienced directly. 

As experiences occur in the life of the individual, they are either 
(a) symbolized, perceived, and organized into some relationship 
to the self, (b) ignored because there is no perceived relationship 
to the self-structure, (c) denied symbolization or given a distorted 
symbolization because the experience is inconsistent with the 
structure of the self. 

Most of the ways of behaving which are adopted by the organism 
are those which are consistent with the concept of self. 

Behavior may, in some instances, be brought about by organic 
experiences and needs which have not been symbolized. Such 
behavior may be inconsistent with the structure of the self, but 
in such instances the behavior is not "owned" by the individual. 
Psychological maladjustment exists when the organism denies to 
awareness significant sensory and visceral experiences, which conse- 
quently are not symbolized and organized into the gestalt of the 
self-structure. When this situation exists, there is a basic or po- 
tential psychological tension. 

Psychological adjustment exists when the concept of the self is 
such that all the sensory and visceral experiences of the organism 
are, or may be, assimilated on a symbolic level into a consistent 
relationship with the concept of self. 

Any experience which is inconsistent with the organization or 
structure of self may be perceived as a threat, and the more of 
these perceptions there are, the more rigidly the self-structure is 
organized to maintain itself. 

Under certain conditions, involving primarily complete absence of 
any threat to the self-structure, experiences which are inconsistent 
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with it may be perceived, and examined, and the structure of self 
revised to assimilate and include such experiences. 

18. When the individual perceives and accepts into one consistent 
and integrated system all his sensory and visceral experiences, then 
he is necessarily more understanding of others and is more ac- 
cepting of others as separate individuals. 

19, As the individual perceives and accepts into his self-structure 
more of his organic experiences, he finds that he is replacing his 
present value system—based so largely upon introjections which 
have been distortedly symbolized—with a continuing organismic 
valuing process. 


Another recent theoretical development has been the recognition of 
the qualities of the relationship itself, and its importance as one of the 
major factors in effecting the therapeutic change. The present writer 
has suggested that every therapy situation possesses a number of distinc- 
tive qualities or variables,” of which seven are at present evident. These 
variables each exist on a quantitative continuum. The following table 
gives the seven variables, together with their extremes of quantity. 


TABLE 20-1 


VARIABLES OF THE THERAPY INTERVIEW, AND THEIR QUANTITATIVE EXTREMES 


Variable Range of Extremes 
Empathic to Distant 
Permissive to Authoritarian 
Emotional to Intellectual 
Past to Future 
Dynamic to Nosological 
Verbal to Activity 
Supportive to Nonsupportive 


Relationship 

Control 

Behavioral Level 
Time Orientation 
Etiological Orientation 
Level of Expression 

7. Dependency * 


aay 


* This variable almost certainly is not “pure,” but rather is dependent on several 


of the others, particularly variables 1 and 2. 


The writer has proposed that the first two of these variables, or pos- 
sibly the first three, are especially important. Together with Dr. George 
TT. Lodge, he has worked out a diagrammatic method of presenting the 
probable coaction between any two of these variables." Using the first 
two as an example, a chart can be constructed, as in Figure 20-1, to show 
all possible relationships of the two variables, Relationship and Control, 
which are represented in the figure by the vertical and horizontal axes 

2 Simultaneously, but quite independently, Bordin (3) and Collier (5) each 
developed a similar idea. 

3 Since the development of this scheme, Lodge a 
somewhat similar conception described as “Interpersonal 
developed by Freedman, Leary, Ossorio, and Coffey (11). 


nd Snyder have learned of a 
Dimensions of Personality,” 
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respectively. The extremes of each axis are indicated in the diagram. 
Considering then the midpoint in one of the quadrants, for example 
the upper right quadrant, one finds represented a therapy situation that 
constitutes a maximum amount of empathic relationship with a maxi- 
mum amount of permissiveness. It becomes apparent that this sounds 
like a description of good clientcentered therapy. Conversely, in the 
lower left (or "southwest") quadrant, one perceives a situation com- 
prising a maximum of repressive control and also of nonemphatic 
relationship. Such a situation might exist, therapeutically, in some of 
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Ficure 20-1. Coaction of relationship and control phenomena in psychotherapy. 


the examples of psychic shock therapy, as described by Fisher (9). It 
is also apparent that different techniques, no matter what their thera- 
peutic system, can be classified on the same variables. For example 
the giving of advice, or the clarification of feeling, might each vary 
considerably with regard to the aspects of both control and empathy. 

By such a diagram it is possible to approach some of the differences 
between different therapies from a more adequately descriptive point 
of view than is possible in just classifying them as “directive” or “non- 


4 It should be pointed out that the two factors are seen from the perspective of 
the counselor in this coaction compass. A different compass could be constructed 
showing the factors of relationship and control as perceived from the client's frame 
of reference, 
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directive.” It also becomes apparent that some of the therapy systems 
are much more similar than they are different. For example, all of the 
relationship therapies, including psychoanalysis and client-centered ther- 
apy, cluster at the top of the “Coaction Compass” depicted in Figure 
20-1. This makes sense to the writer, and probably to many other 
therapists. As Watson (49), Fiedler (8), and others have pointed out, 
the similarities among therapies are greater than their differences. 


Experimental Investigation 


Analyses of the Client-Centered Process. Many interesting re- 
searches have been conducted on the nature and use of client-centered 
techniques in counseling. Rogers (33) himself was the first to publish 
a phonographic transcription of this counseling process. This technique 
of phonographic recording is now widely used as a useful scientific tool 
by psychologists. Covner (6) investigated the interview process and 
the methods by which counselors record their interviews as compared to 
the phonographic transcription just described. He observed that coun- 
selors skilled in the nondirective methods were trained to make more 
accurate records than those not so trained. A comparison of nondirec- 
tive and directive counselors’ techniques was made by Porter (27); who 
found marked differences in the amount of counselor participation in the 
interviews. Directive counselors (see Chapter 19) talked more than two 
and one-half times as much as their clients, while nondirective counselors 
talked only one half as much as their clients. Directive counselors most 
frequently asked highly specific questions, gave information, explained 
or discussed points, suggested things for the clients to do, and proposed 
what topics they should talk about. In contrast, nondirective counselors 
most frequently recognized the feelings that their clients were expressing, 
or the feelings that they seemed to be displaying in their manner; indi- 
cated a topic for conversation, restated the subject matter of the client's 
statements. Due 

The author (43) extended the program of studying the uoode t 
process itself by making an analysis of 48 counseling interviews, 30 o 


which were phonographically recorded. He showed that clarification 


of the client's feeling comprised about half of the counsclor's activity. 


Simply accepting what the client said comprised 30 per cent. d 
ing, or telling the client what to expect from the treatment process, an 


ourdgement, com rised most of the remain- 
the use of approval and encourag p pu cepe 


ing 12 per cent. Little use was made of persuasion, dis 
Re interpretation, or the giving of information. With regard to 
this analysis in relation to the client, one-third of his ee TUR 
descriptions of his problem; understanding or insight was d a Ws n 
beginning of treatment, but in the last phases 30 per cent ot t Y sate 
ments were insightful. Discussion of plans for the future, es yas 
existent, increased to 12 per cent during the e. dion m e à 


The author also investigated sequel relations 
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counselor's activities and his client's responses. Insight and discussion 
of plans by the client followed the use of the less directive techniques of 
clarification of feeling and simple acceptance of the client’s statements. 
Client resistance followed the counselor’s use of directive techniques 
such as persuasion and interpretation. . d 

Six years later Seeman (38) reduplicated this study on subjects who 
had been counseled at Chicago at the more recent time. The compari- 
son of findings of Snyder and Seeman is given in Table 20-2. 


TABLE 20-2 
PARTIAL COMPARISON OF SEEMAN's AND SNYDER’S FINDINGS * 


Per Cent 
Category Snyder Seeman 
Structuring 3.6 E2 
Direct Questions 5.7 4 
Nondirective Leads 2.2 8 
Simple Acceptance 27.6 6.7 
Restatement of Content 3.4 15.2 
Clarification of Feeling 31.6 63.1 
Interpretation 8.1 1.2 
Approval and Encouragement 47 .05 
All Other Directive Techniques dA 1.65 


* Adapted from Seeman (38). 


It is apparent that the process being measured was quite similar, but 
that the counseling had become more “client-centered” in the five-year 
interim. This is quite understandable in view of the deliberate efforts 
being made by users of this approach to “purify” their procedures. 

A group of studies ? by the Psychotherapy Research Group at the Penn- 
sylvania State University includes some contributions to the "process" 
type of studies. The group added refinements to the coding categories of 
counselor and client statements. To Snyder’s original Clarification of 
Feeling they added the variant Clarification of Unverbalized Feeling. 
(Seeman had previously added the variants of “Accurate” and “Inaccu- 
rate” Clarification.) The group also added five subdivisions to the 
classification, Client’s Statement of Problem. These were; Sympto- 
matic Statements, Explanatory Statements, Historical Statements, An- 
ticipatory Statements, and Statements of Relief from the Problem. 

Another contribution of the Penn State group to the process type of 
study is Gillespie's (13) system of classifying resistance. He identified 
and validated 13 different classifications of resistance, grouped under 
three headings: (1) Resistance to the Therapist, (2) Resistance to the 


5 Eprrons' NOTE: These and other studies have been collected in one volume and 
published by the Psychotherapy Research Group under the title Group report of a 
program of research in psychotherapy. State College, Pa.: Department of Psychology, 
Pennsylvania State University, 1953. 
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Therapeutic Process, and (3) Resistance Within the Client. Gillespie 
investigated verbal signs of resistance in therapy. He hypothesized that 
verbal signs of resistance are preceded by counselor “errors” (statements 
that reflect unverbalized feelings, make inaccurate clarifications of feel- 
ings, or interpret the meaning of the client’s remarks); that a high 
frequency of these signs of resistance is negatively correlated with the 
success of the therapy; and that it is positively correlated with the length 
of the treatment process. He found that the resistance category having 
the highest frequency was that of Resistance Within the Client, account- 
ing for 60 per cent of the total. 

In studying the relationship between specific counselor categories 
and signs of resistance he found that persuasion had the highest mean 
resistance per counselor statement, and “ending of the contact” had 
the lowest. There was a significant positive relationship between the 
number of counselor statements in each category and the amount of 
resistance following these statements, regardless of category. "There was 
no relationship between changes in the amount of resistance throughout 
therapy and success of therapy. The correlations between directiveness 
and resistance were in the expected direction, but not significant. 

Gillespie found that the total verbal signs of resistance occurred less 
often after the counselor “errors” mentioned above than after the non- 
error categories. However, substantiating Rogers’ hypothesis about re- 
sistance, if the signs of resistance considered are those directed toward 
the therapist and the therapy, and not the ones “within” the client, 
these signs of resistance are preceded by counselor error categories more 
frequently than by non-error responses. 


Tt seems a little difficult to know the real meaning of these results. 


It appears that the more nondirective counselors encountered less re- 


sistance than the more directive. Probably inaccurate clarification of 
fecling, interpretation, and clarification of unverbalized feeling may 
reduce rapport and act as a detriment to therapy. The fact that fre- 
quency of total verbal signs of resistance is not related to success e 
therapy must be interpreted in light of the fact that only one kind o. 
therapy was being studied. However, if several methods of therapy were 
being compared, which showed large variations in amounts of client 
resistance, these variations might very well relate to outcome of treat- 


ment. 

Variations in the process studies of client-centered therapy are those 
dealing with the nature of clientcentered play and group eny 
Landisberg and Snyder (22) analyzed play therapy, using Snyder's classi- 
fications, and found that one of this method’s unique characteristics was 
found to be the frequency with which the child uses actions rather than 
ings. They also found that although children's 


ave been conducted 
Hoch (19), and Telschow (46). Peres 


542 AN INTRODUCTION TO CLINICAL PSYCHOLOGY [20 


used Snyder’s classifications, and in addition added several other cate- 
gories of responses: (1) comparing experiences to those of other mem- 
bers of the group, (2) asking for or giving opinions, and (3) reflecting 
feelings of other members of the group. Hoch, using the same meth- 
odology, discovered that the progress made by a group is quite similar 
to that reported for the individual in therapy. Telschow has demon- 
strated that the group therapy leaders methods most productive of 
therapeutic progress are the three client-centered techniques of simple 
acceptance, restatement of content, and clarification of feeling. Sur- 
prisingly, though, it was restatement of content that was the most effec- 
tive technique in producing beneficial effects. Gorlow analyzed the 
group therapy process somewhat more deeply, paying special attention 
to the tendency of group members to take over the therapeutic role. 
This tendency was most employed by the persons who also benefitted 
most from the process, as measured by a battery of tests which they 
were given. 

Comparisons of Client-Centered Methods with Other Therapies. 
Another development in research on psychotherapy, which started 
shortly after the process studies began, was a comparison of different 
methods of therapy. Porter’s study (27) was, in fact, this type, compar- 
ing more directive counseling procedures with the less directive, in the 
student-guidance area. Gump (15) found that in psychoanalysis there 
was considerable dependence upon interpretation and questioning, with 
clarification of feelings being practically ignored, in contrast to the 
extensive emphasis upon the latter technique by nondirective therapists. 
Neither therapy used persuasion or criticism to any extent, while both 
approaches allowed the clients to do most of the talking. 

The most outstanding comparison of client-centered and other thera- 
pies occurs in the studies by Fiedler (8). He employed the “Q” tech- 
nique to compare counselors’ opinions regarding the characteristics of 
good and poor therapy, and found that there was more agreement among 
experienced counselors of several different systematic orientations than 
there was between experienced and inexperienced counselors of the same 
system. In fact he found that even laymen can describe the ideal 
therapeutic relationship in terms similar to the experts. He also demon- * 
strated that some of the Adlerians and analysts place themselves in a 
more tutorial, authoritarian role, as contrasted with the opposite reac- 
tion of the client-centered therapists. These analyses of Fiedler, were, 
of course, based on attitudes about good therapy rather than on the 
actual therapeutic practice itself. 


Experimental Evaluation of Client-Centered Therapy. An outstand- 
ing evaluation of the nondirective technique is a study by Muench (24). 
Twelve cases were treated nondirectively after having been given three 
personality tests, the Rorschach, the Kent-Rosanoff Free Association 
Test, and the Bell Adjustment Inventory. Following treatment, the 
clients were retested. Muench wanted to answer the question, “What 
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isa successful case?” He considered it desirable to devise a more tangible 
indicator of “success” than either the client's or the counselor's estima- 
tions. The results showed statistically significant improvement in the 
Rorschach scores for 11 of the 12 cases, in the Kent-Rosanoff scores for 
9 of them, and in the Bell Adjustment scores for 7 clients. The cases 
showing the greatest improvement on the basis of psychological test 
indices were those the therapists also considered successful. Although 
Muench did not have a control group for his study, a very satisfactory 
control study was made by Hamlin and Albee (18). 

Haimowitz (17) conducted a much more elaborate study along lines 
similar to Muench’s, but with 56 clients and a control group. Also 
claborate procedures of retesting were utilized. Her results strongly 
confirm Muench’s. On the other hand, Carr (4) in a study with only 
ten subjects did not obtain results confirming the Muench and Haimo- 
witz findings. Mozak (23) attempted a similar study, but used two 
different tests in addition to the Rorschach, Bell, and Kent-Rosanoff. 
These were the Minnesota Multiphasic Personality Inventory and the 
Hildreth Feeling-Attitude Scale. Cowan (7) used the Bernreuter Per- 
sonality Inventory. All three of these measures showed positive changes 
in personality variables in the experimental or counseled group. It 
seems, therefore, that except for the results of Carr, client-centered 
therapy is generally being shown to effect personality changes. However 
Rogers himself warns that caution is necessary in the interpretation of 
these findings. First he indicates that the personality tests themselves 
possess an unknown amount of validity. Second, the changes observed 
were not of very great magnitude (although statistically significant). 
So far, he says, the evidence suggests that “people do not ordinarily 
change in overwhelming degree as a result of client-centered therapy . - - 
The change is modest but important. Would other therapies show a 


greater degree of personality change..-? . . 
A won I to develop a multiple criterion of a successful out- 


come of therapy was a significant contribution from the Penn State 
studies in clientcentered therapy- The criterion was made up of a 


client’s rating scale filled out at the conclusion of therapy, a counselor's 


rating scale filled out by both the counselor and an independent judge 


who had read the entire case, and a ratio between the positive and 
negative feelings found in the first and last interviews. Tucker (#8) 
describes these criteria more fully. There were a number of reasons for 
not using the more customary tests and external criteria of Amp 
Most important was the fact that the therapy was not necessarily p! m 
to produce the external signs of cure, but as Rogers (36) has m 63 
to produce changes which can be operationally dehned in boy o ha 
sonality variables which are consistent with the theory of client-cente 

methods. Second, external criteria of “improvement are most unre- 
liable, and almost unmeasurable in clinical situations where there is ae 
s n output." Third, the various tests, particular y 


"measure of productio : E E 
the ee devices, have not yet shown sufficient validity to justify 
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their use as criteria for measuring other behavior variables. Finally the 
questions of the impracticality of attempting to make long-term follow- 
ups, and of the desirability of finding, if possible, reliable internal 
measures for economy of time and effort, motivated the decision to 
construct an internal measure of “success” in the Penn State studies. 

A different sort of evaluation study is that of Thetford (47), who 
analyzed changes in physiological functioning following therapy. Sub- 
jects who underwent therapeutic sessions showed more rapid recovery 
than control subjects on several measures of physiological changes follow- 
ing an experimentally induced frustration. These changes were based 
on galvanic skin response and variations in heart rate. 

Fleming and Snyder (10) evaluated nondirective group play therapy 
given to two groups of nine-year-old children. "There were three girls 
in one group and four boys in the other. Personality and sociometric 
tests administered before and after treatment showed little change for 
the boys, but for the girls quite noticeable changes in personality ad- 
justments were apparent. Although no better accepted by their asso- 
ciates in the children's home after treatment than before, the girls 
themselves were much more adequately adjusted in personal attitudes. 
It was proposed that the failure among the boys was due to their in- 
ability adequately to respond to a woman therapist. 


Studies of the Relationship Between Counselor and Client. Another 
area of research in client-centered psychotherapy which has been little 
explored has been that of investigations of "rapport," or the relationship 
between the client and counselor. Some of the earlier studies had 
touched on this in investigating clients' statements about their reactions 
to therapy and the therapist. In the Penn State studies, however, 
Aronson (2) used a new approach by investigating the counselor's per- 
sonality and attempting to relate this to successful outcome of therapy, 
and to personality characteristics of the client and client behavior in 
therapy. 

Aronson's study indicated that the counselors were rated as differing 
significantly from each other in personality characteristics. These traits, 
when classified into six groups, were positively correlated with a score 
of directiveness. The counselors who tended to be most consistently 
nondirective were those who most easily develop warm social and per- 
sonal relationships, whose behavior is relativelv consistent, but flexible 
enough to meet changing situations, and whose display of emotion is 
more appropriate than that of their colleagues; but these more nondirec- 
tive counselors are also the ones considered to be more easily upset, 
anxious, and submissive, and to be more dependent than their colleagues. 
Not statistically reliable, but interesting because it may indicate a trend, 
is the finding that counselors who were ranked highest in intellectual 
curiosity, achievement, and exploratory interests relied least on non- 
directive techniques in the therapy. It may be that the person with the 
more "scientific" orientation has more difficulty in using client-centered 
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methods. Since Aronson found that the clients did not differ from 
each other on any of the variables investigated, nor in their personal 
estimates of the success of counseling or their reactions to the counseling 
process, it was impossible to relate counselor personality characteristics 
o client behavior in therapy. 

Gallagher (12), at Penn State, in studying why clients leave therapy 
after fewer than three interviews, observed, as he had hypothesized, that 
the more anxious clients tended to stay in therapy. Further, he found 
a correlation between his different measures of anxiety, and feels that 
1e probably was measuring an “anxiety factor.” However he did not 
find, as he had postulated, that the clients who showed less defensiveness 
were also the ones who stayed in therapy. 


Studies of Personality Changes as Revealed in Therapy. Perhaps 
the largest group of studies dealing with client-centered methods have 
been those studies which employ the therapy situation as a medium for 
collecting data about the personality of the individuals who undergo 
therapy. The first of this type of study was by Raimy (28), who ana- 
yzed the changes of attitudes on the part of 14 clients. He found that 
among successful cases there was a pronounced change in the perception 
of self that did not occur among the nonsuccessful cases. — 
Much work has been done at the University of Chicago in this area 
of personality changes revealed in therapy. In 1949 the Journal of Con- 
sulting Psychology published an issue devoted to “A Coordinated Re- 
search in Psychotherapy," which was a group of eight studies based on 
a common group of cases counseled by 
majority of these studies were oriente 
client's personality. Sheerer (40) demonstrated that acceptance of the 
self was correlated with acceptance of others, and with success in px 
seling. Hoffman (20) derived an index of maturity of behavior, an 
demonstrated that successful cases increased in maturity, while unsuc- 
cessful ones did not. Haigh (16) analyzed trends in clients defensive- 
ness and found that this declines during client-centered therapy. Ben 
(31) drew together the significant findings of some of these Vu 2 
reported significant and positive relationships Ldbg c Su s Ei 
regarding attitudes, self-acceptance, understanding an "d Mid 
maturity of behavior, and a negative relationship of these to d i A 
ness. He proposed that these indices can be used as an integrate rent 
meaningful measure of level of adjustment at different phases o 
therapy pr b 1 í 
One Pede most elaborate studies of personality changes during 


client-centered therapy is Rogers’ Case of Mrs. Oak ae du Rd 
was a very extensive research analysis of many aspects of a sing n PY 
case. Using the “Q” technique, Rogers was able to obtain : c eu 
the attitudes of the subject at various stages of her eges a ps a 
from different points of reference, such as her idealized self, her p 


real self, or her former real self. The study is much too elaborate to be 
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given comprehensive discussion here. Rogers was able to draw four 
conclusions regarding the process of therapy, nine conclusions regarding 
the nature of personality, and 33 conclusions regarding the outcomes of 
the therapy. Examples of the changes in personality are: 


1. Change in self-organization is accompanied by disturbing feeling 
of disorganization. 

2. A change in behavior is concomitant with, or follows a change in 
the perceived self. 


Examples of the conclusions regarding the outcomes of therapy are: 


1. She becomes more confident of self. 

2. She becomes less guilty, less hostile. 

3. She is able to formulate her own values, even when these run 
counter to socially accepted values. 


It should be emphasized that these many conclusions are not just 
the wishful thinking and opinions sometimes made by therapists after 
completion of their cases, but results obtained on the basis of hypotheses 
which have been examined experimentally and statistically. 


Studies Which Attempt to Relate Therapy to Learning Theory. 
One of the more recent, and most important, developments has been 
the attempt to demonstrate the feasibility of explaining psychotherapy 
in terms of learning theory. Several of the studies mentioned in this 
chapter have in fact stemmed from such an orientation. Four studies 
conducted at Penn State which are almost solely designed to test learning 
theory concepts are those of Rakusin (29), Kahn (21), Page (25), and 
Roshal (37). 

Rakusin (29) attempted to study the concept of response variability 
as revealed in therapy and in the Rorschach. He tested the hypotheses 
that the person undergoing therapy would be more "restricted" than the 
average college student (not supported), that the amount of insight, 
planning, and variability of approach to the problem would co-vary 
with reduction in discomfort and resolution of the problem (supported 
by the study), and finally, that the three variables of insight, planning, 
and variability of approach to the problem would co-vary with an inde- 
pendent estimate of variability taken from the Rorschach (not sup- 
ported). The consideration of variability is the most significant aspect 
of this study. If variability could have been shown to be a general trait, 
and present also in therapy, the principles which govern it in other 
learning situations would obviously govern it in psychotherapy. Kahn 
worked on a somewhat similar sort of hypothesis, studying the phe- 
nomenon of generality. 

Kahn (21) investigated whether generality as a personality trait 
would consistently affect perceptions in both the therapy interviews and 
the Rorschach responses. He hypothesized that there would be a posi- 
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tive relationship between Rorschach measures of generality and initial 
therapy interview measures of generality; that there would be a positive 
relationship between change to less extreme generality and the multiple 
criterion score (48) as a measure of successful outcome of therapy; and 
that there would be a positive relationship between Rorschach affect 
indicators and initial interview affect indicators. None of these hy- 
potheses was verified. About the only positive element resulting from 
his study was the possibility of using some of his techniques in future 
investigations. 

There are several possible reasons why Kahn and Rakusin did not 
obtain more positive findings. First, the client population was quite 
homogeneous. Consequently differences would not be apparent, even 
though they might exist in a wider sample of the population. Second, 
while the Rorschach was used by Rakusin as an independent measure 
of variability, this client population was only mildly maladjusted. It 
may be that the Rorschach can be used appropriately for this purpose 
among severely maladjusted persons, but that it does not offer a fine 
enough discrimination in variability for relatively normal persons. 

Page (25) studied the ability to predict the outcome of therapy by 
use of measures of client verbalizations in the initial interviews. He 
postulated that the client whose language is characterized by produc- 
tivity and variability would be more likely to work through his problems 
successfully than the client who is more restricted. He used four 
measures of variability and two of productivity, and attempted to relate 
these measures to the multiple criterion score described by Tucker (48). 
Page found no relationship between pretherapy Rorschach and MMPI 
scores and language measures or criterion measures. ‘There was a low 
positive relation between total number of words used and the multiple 
criterion score. There were significant correlations between the meas- 
ures of variability except for the Type-Token Ratio,® which suggest that 
a factor of variability was being measured. The Type-Token d 
appeared to have no value in so far as it was used in Page's audy ur- 
ther, he found no relationship between ie ml ai the client’s language 
in the initial interview and the outcome o erapy. — ; 

Roshal (37) also made use of the Type-Token Ratio, using the i 
pothesis that if a client goes from a less adjustive SERRA i a ne 
adjustive one, there will be an increase in the Type- Token Ratio ^ id 
cating an increase in variability or adaptability of p s dni 
Type-Token Ratios, using both samples of 100 and 2 mg: is 
computed for the first and last interviews of each of the Penn s phe 
She found that the mean gain in Type Token Ratio was hig er E i A 
“more improved” than for the “Jess improved” cases. Per np © wi 
the reason for the difference in results of the studies of Bs M HEN 
is that Roshal was investigating change 1n variability iis rst in JE 

io i of vocabulary flexibility propose y 
Le yest Ra i s mee Spe ed by dig de 
ratio of different words (types) to the total sample of words (tokens). 
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to last interview, while Page was looking for initial differences in vari- 
ability at the start of therapy. 


Client-Centered Counseling: Range of Application 


Evidence is now being accumulated as to the appropriate use of the 
client-centered method. Its most obvious area of applicability has been 
with college students. These clients usually meet the prerequisites for 
counseling which Rogers previously proposed, i.e., adequate intelligence, 
emotional freedom from family, sufficient maturity without too much 
rigidity of personality, freedom from excessive environmental limitations, 
and in most cases a desire for help. Because the problems of college 
students are usually ones which lie within their own personalities, the 
technique is especially effective with them. Clientcentered therapy 
seems also to have a useful role in the counseling of marital adjustment 
problems. This is true partly because many of these are the product of 
emotional immaturity. The method has also more applicability to the 
area of vocational counseling than is frequently realized. When the 
vocational problem consists largely of emotional difficulties associated 
with making an adequate choice of job, this method is quite successful. 
It is now being used in a number of industrial situations. Problems 
associated with the job, and those existing outside the work-situation, 
may be handled successfully. One reason for its value in industry rests 
upon the fact that it is nonauthoritarian; hence the worker is less likely 
to associate such counseling with the authoritarian role of management. 
Another area in which the method has been used successfully is in coun- 
seling parent-child problems. Here counseling with the parent is fre- 
quently combined with the use of play therapy with the child. 

The client-centered method has wide application to the treatment 
of the emotional problems of normal persons and of the mildly psycho- 
neurotic. Anxiety states and some hysterical symptoms have responded 
quite satisfactorily to this treatment. It has been used infrequently 
with psychotics, a fact that is true of most psychotherapies and especially 
so when the treatment is greatly dependent upon client cooperation. 
However, within the past few years it has been used with psychotics in 
VA hospitals, particularly in group therapy sessions. The method, 
further, has not been particularly successful with persons of low intelli- 
gence. Rogers has proposed that at least dull normal intelligence is 
necessary; actually, most of the more successful published cases have 
been those of persons of better than average intelligence. Again, most 
therapists agree that at least dull normal intelligence is advisable. Ad- 
vanced age also seems to be a contraindication for the usefulness of 
this technique. It isn't often used with clients over fifty, although cer- 
tainly variations in personal flexibility exist and may make exceptions to 
this general rule possible. A certain degree of ability to verbalize is 
desirable, and those individuals so emotionally disturbed that they find 
this difficult do not respond well to the technique. Finally, the exces- 
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sively dependent person makes poor use of the method. While this is 
not invariably true, and while a skilled counselor can do much to reduce 
dependency, it is still apparent that the client who is willing to take on 
the management of his own life makes a better subject than the one who 
wishes to maintain an immaturity based on dependence. 

Thus far the discussion in this chapter has been descriptive, theoreti- 
cal, and investigatory in nature. Believing that most readers will find 
an illustration of the method interesting, the next section of this chapter 
is devoted to a recorded excerpt from a case counseled by the client- 
centered method. Because the limitation of space prevents recounting 
the entire treatment process, only a small part of the treatment has been 
included here. If the reader is interested in further study of client- 
centered principles, he should consult Rogers’ Client-Centered Therapy 
(32); or he may be interested in a Casebook of Nondirective Counseling 
(44), edited by the writer. 


A Case Illustrating Client-Centered Therapy 


Tur Case or Henry BRENE* 


Henry Brene is a twenty-one-year-old white male who is in his senior 
year in chemistry. He states that tension and anxiety have become so 
disturbing to him this year that he feels he needs counseling service. 
Although he is doing very good work and getting high grades, he feels 
his work may deteriorate as a result of his extreme tension. He is a 
quite presentable young man, but he speaks in a rather halting, uncer- 
tain manner and laughs nervously when he is unsure of himself. 


First Interview 


C. Well, I think you had some reason for coming into the clinic, and— 

S. That’s right. I have some nervous tension, or tensions. I don’t know— 
I used to—I guess—I don't know what causes it. And my problem is 
that I don't know what my problem is exactly. [Laughs] 

C. You feel it's something intangible that— 

S. That's right. 

C. ... that you can't quite put your finger on. 

S. In other words I have no reason, that I can see, to cause it. In other 

B words, I'm getting along pretty smooth. 

e -hm. 

S. Uh, family affairs are all right. 

C. M-hm. 

S. I just can't put my finger on it. Seems to tense up in my, er, I mean, 


well, the muscles of, or the nerves of the top of my head here upset me. 
[Rubs head] $ 
C. You have no worry of— 


7 Permission to print this material has been granted by the counselor, Robert 
Kramer, to The Ronald Press Company. 
8 This student had had routine periodic checks at the College Health Service. 
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upon the fact that it is nonauthoritarian; hence the worker is less likely 
to associate such counseling with the authoritarian role of management. 
Another area in which the method has been used successfully is in coun- 
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quently combined with the use of play therapy with the child. 

The client-centered method has wide application to the treatment 
of the emotional problems of normal persons and of the mildly psycho- 
neurotic. Anxiety states and some hysterical symptoms have responded 
quite satisfactorily to this treatment. It has been used infrequently 
with psychotics, a fact that is true of most psychotherapies and especially 
so when the treatment is greatly dependent upon client cooperation. 
However, within the past few years it has been used with psychotics in 
VA hospitals, particularly in group therapy sessions. The method, 
further, has not been particularly successful with persons of low intelli- 
gence. Rogers has proposed that at least dull normal intelligence is 
necessary; actually, most of the more successful published cases have 
been those of persons of better than average intelligence. Again, most 
therapists agree that at least dull normal intelligence is advisable. Ad- 
vanced age also seems to be a contraindication for the usefulness of 
this technique. It isn't often used with clients over fifty, although cer- 
tainly variations in personal flexibility exist and may make exceptions to 
this general rule possible. A certain degree of ability to verbalize is 
desirable, and those individuals so emotionally disturbed that they find 
this difficult do not respond well to the technique. Finally, the exces- 
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sively dependent person makes poor use of the method. While this is 
not invariably true, and while a skilled counselor can do much to reduce 
dependency, it is still apparent that the client who is willing to take on 
the management of his own life makes a better subject than the one who 
wishes to maintain an immaturity based on dependence. 

Thus far the discussion in this chapter has been descriptive, theoreti- 
cal, and investigatory in nature. Believing that most readers will find 
an illustration of the method interesting, the next section of this chapter 
is devoted to a recorded excerpt from a case counseled by the client- 
centered method. Because the limitation of space prevents recounting 
the entire treatment process, only a small part of the treatment has been 
included here. If the reader is interested in further study of client- 
centered principles, he should consult Rogers' Client-Centered Therapy 
(32); or he may be interested in a Casebook of Nondirective Counseling 
(44), edited by the writer. 


A Case Illustrating Client-Centered Therapy 


Tue Case or Henry BnENE * 


Henry Brene is a twenty-one-year-old white male who is in his senior 
year in chemistry. He states that tension and anxiety have become so 
disturbing to him this year that he feels he needs counseling service. 
Although he is doing very good work and getting high grades, he feels 
his work may deteriorate as a result of his extreme tension. He is a 
quite presentable young man, but he speaks in a rather halting, uncer- 
tain manner and laughs nervously when he is unsure of himself. 


First Interview 


C. Well, I think you had some reason for coming into the clinic, and— 

S. That’s right. I have some nervous tension, or tensions. I don't know— 
I used to—I guess—I don't know what causes it. And my problem is 
that I don't know what my problem is exactly. [Laughs] 

C. You feel it’s something intangible that— 

S. That’s right. 

C. ... that you can't quite put your finger on. 

S. In other words I have no reason, that I can see, to cause it. In other 
words, I'm getting along pretty smooth. 

C. M-hm. 

S. Uh, family affairs are all right. 

C. M-hm. 

S. I just can't put my finger on it. Seems to tense up in my, er, I mean, 


well, the muscles of, or the nerves of the top of my head here upset me. 
[Rubs head] $ 


C. You have no worry of— 


7 Permission to print this material has been granted by the counselor, Robert 
Kramer, to The Ronald Press Company. gr y , Robert 


5 This student had had routine periodic checks at the College Health Service. 
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No, not—well, it's just the worry about the tenseness that has me, er, 
fouled up right now. So far that hasn't interfered with my school work 
yet. I guess that can develop. 

You're afraid it might get worse. 

That's right. [Laughs] [Pause] 

Well, could you tell me more about that—tell me more about the 
circumstances under which it occurs, or— 

Well, I don’t know. It seems to occur like—well, by, er—well it’s— 
[pause] Usually about midweek around Wednesday is the worst time. 
Ex, towards the week-end it eases off a little bit, and then it comes back 
again—a pretty even cycle. 

A pretty even cycle; it comes and goes for no apparent reason that you 
can— 


S. No, I can’t figure it out. [Laughs] [Pause] Well, first of all, er, it may 
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have been because of worry about school. I don’t have any worries, 
but I like to make out in everything, so I studied pretty hard the first 
two years, and well, now I’m slowing up a little bit as far as school goes, 
and maybe the change from hard study to a, er, sort of reduced study 
has brought about a change that I have to get accustomed to. It may 
be that. 

In other words, you like to make out well in school— 

That’s right. 

And you used to work hard at it, but now— 

Well, now I can take it or leave it, because, er, in my senior year, 
[laughs] I, er, so I can—and then I was out in industry. Well, once 
you're out in industry, you know that you're not gonna take this school 
work—and then to come back for the year is quite a change there also. 
That was quite a change. 

Well, of course, I was with a chemical firm. [Pause] 

Then there have been changes, in your estimation, that have seemed 
important. 

That’s right. There’s a—in other words, I realize that school isn’t 
everything. 

M-hm. 

And, uh, getting out and getting associated with an organization, and, 
er— 

Then at the same time you feel changed towards school, you feel, er, 
you still have those feelings that you used to have about trying to make 
out well. 

Oh, yeah. Well I am. I’m making out good this semester. [Laughs] 
So, er, that doesn't seem to be the problem. And another thing I'd 
like to get out. Now maybe anxiety in trying to get, er, is raising now 
that it's getting nearer to graduation. 

You feel that as you are getting closer to the goal— 

That may be it. Maybe I'm getting too impatient to concentrate and 
yet I want to keep my good record up. In other words, I'm beginning 
to feel that I need to ease off and get into other activities, but I still 
want to keep a good record up. 

You want to both keep a good record up, and at the same time you 
want to ease off. 


S. Thats it. 
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The client goes on to say that being in the introductory psychology 
course has made him aware of things he didn’t realize before. He de- 
scribes how if he goes to a movie for recreation, afterward he feels 
guilty for having used time when he could have studied. He expresses 
some concern as to whether he might have a nervous breakdown if he 
studies too much. In trying to find the reasons for his present problem, 
Henry mentions that he has always been a hard worker, and that his 
parents were serious-minded people who never enjoyed much. When he 
was younger he participated in sports with his friends for a time, but 
when he was in high school he had to stop this in order to work in his 
spare time. He would like to have time for recreation, but in summer 
he works to earn money for school, and in winter he spends his time 
studying. He feels that his tensions may be due to his denying himself 
activities because he wants to do well in school. Yet the problem is that 
when he does try recreational activities he worries about not having spent 
the time on school work. At the conclusion of the interview Henry 
decides that he wants to have another interview to analyze this further. 


. Second Interview 


The principal feelings which the client brought out during this 
interview were as follows: 


1. I think I’m going to organize it a little better this time—first the 
physical aspect, then the family background. 
2. When I was in grade school, I worried about germs. Then later I 
worried that I might have lung disease. 
3. When I stopped worrying about these things, the physical tension 
appeared. 
4. What I do is, instead of facing worries and problems, put them out 
of my mind by working hard and keeping my mind busy. 
5. I can’t relax and take it easy, because my old worries start creeping in. 
6. Another thing that may be causing tension is my anxiety about getting 
out of school and getting started in my life’s work. 
7. I used to think a change of scenery is what I need, but now I don't 
think that would help. That’s just running away. 
8. If I could just face all the worries I used to have, but that I've repressed, 
I think my tensions would disappear. 
9. I sleep well, but I have the feeling I don’t sleep soundly, because I 
wake up tired. 
10. When I know I’m getting a low mark on a test, I’m more at ease. But 
when I’m confident, I get all tensed up. 
ll. The more free time I have, the more tensed up I get. 


Third Interview 


In the third, and final, interview the following significant feelings 
were expressed: 


1. I think I’ve got the situation pretty well licked as far as the physical 
tensions go. 
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I think it was—ah, just a projection. I’d notice something that I have 
slightly, and then I'd build it up in my mind. | 

One thing that may have done it is the consciousness that my brother 
is entirely different than I am. He’s what I call a sociable type. 

That might have something to do with this. Maybe I strove to get 


up to his level. : 
It’s amazing how you can bring things out when you think about them 


for awhile. That’s for sure. 4 

That doesn’t worry me any more, because I have my points and he 
has his points. 

I'm getting my mind off myself now and thinking about other people 


more. 


. Ican thank these interviews for helping me think things through. 


That’s right. Of course, you see now, say three years ago I’d never 
think of coming to see a psychologist, er, because, well you know the 
public opinion in times gone by was pretty different from say a person 
with an education now. 

"Then formerly you might have felt a little bit ashamed— 

Yeah, I would. [Laughs] 

... to have sought help from a psychologist, because of the way 
people thought about these difficulties. 

Well, I'd never tell my parents that I was having an interview, because 
they'd worry sick about it. 

Although you can feel the need for psychological help, you think your 
parents probably haven't reached that point where they can accept it. 
Yes, that's the way I feel. [Pause] I still have the nervous tensions, 
but it doesn't bother me as much, and I think it'll wear off in time. It’s 
not a thing that can disappear just like that. 

"Then you feel relief that you've gotten some insight into the cause of 
the thing, but the habit of having the nervous tension itself will linger 
on for awhile. 

Yeah. [Pause] Yeah, I think that I’ve experienced something that 
other people haven't, and I think I've profited by it. In other words, 
it’s just like a disease. You get a disease, and once you get rid of it, 
you build up a resistance to it after awhile. 


And I think that had something to do with it. And er, as you get more 
education, you get more aware. Well, when you get more aware of 
things, you start to think a little. And then, er, you may think well— 
and I’ve experienced such things before. And er, it sort of shocks 
you a little bit sometimes. 

Then you feel handicapped because your past environment has been a 
little narrow, and now that you’re broadening out in experience, you're 
making social contacts that your brother was able to make at an earlier 
age. 

Yeah. There's advantages not to have it, and there's advantages to 
have it. In other words, it leads you in one path. In other words, if 
I was to maybe have had more social life when I was younger, I wouldn't 
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be taking chemistry. I would be in liberal arts. Well, I finally got to 
like chemistry, so that’s it. It has pointed me in one direction, and I 
can pick up the other stuff as I go along—the social, I mean. 


The interview concluded with the expression of the following feelings: 


9. The people in our community used to reject us for being goody-goodies. 
10. I notice that even in my Dad’s political views and mine there are 
changes; he’s an extreme conservative and I’m going more toward the 


liberal side. : 

11. I don't feel too happy about the realization that Dad isn't right all the 
time—but guess it’s part of growing up, too. 

12. I used to try to argue on my Dad's side, but the arguments broke down 
because I didn't actually believe them. That isn't a good thing to do. 

13. Itall boils down to this. I was facing reality before but I wasn't facing 
all the factors of reality. 

14. Well, that's about it. As far as I'm concerned things are cleared up 
for me. My problem was this one main problem (unknown causes of 
physical tensions). All the other problems I can handle now. 


Summary 


Client-centered therapy as developed by Carl R. Rogers is a relatively 
new technique which has for its historical antecedents the methods of 
will therapy by Otto Rank and relationship therapy by Jessie Taft. The 
method consists of counselor-techniques of clarifying the feelings which 
the client expresses, restating what the client has said, simple acceptance 
of what the client says, and explaining the roles of counselor and client. 
It is essentially client-centered, and the counselor continually tries to 
keep the orientation centered upon the client's own feelings, rather than 
upon his symptoms. He also tries constantly to keep the responsibility 
for leading the direction of the interview in the hands of the client him- 
self. In addition to these more positive techniques just mentioned, the 
counselor avoids certain techniques which are characteristic of some 
types of counseling situations. He does not give advice or offer criti- 
cism. He avoids even the most subtle forms of persuasion, and tries to 
avoid making interpretations—in the sense of proposing his own expla- 
nations for the client’s behavior. The counselor seldom gives informa- 
tion; he carefully avoids probing and the asking of direct questions. His 
es reassurance and approval is greatly limited and carefully con- 
trolled. 

The clientcentered technique is based upon the belief that the 
client will make the most satisfactory progress if the counseling situation 
is one in which he is freed from the usual inhibiting factors and from 
emotional blocks that prevent him from working out the most effective 
means for meeting his life problems. It is also based upon the tenet that 
the client is capable of such growth; that this growth is likely to be 
prevented if techniques of direction are used. 
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There are certain criteria for the selection of cases for whom this 
technique is more effective. In general, those situations which favor 
independence from external controls on the part of the client, which 
indicate at least average intellectual ability, and which reveal the desire 
for change are those factors that make this method most appropriate. 

A significant development in this field of counseling was the intro- 
duction of the technique of electrical recording of the interview, and 
the numerous research investigations which this technique made pos- 
sible, Adequate systems for the analysis of the material presented during 
the interviews have been devised, so that it has been possible to study 
those activities occurring during the counseling sessions. A start has 
been made in the direction of associating certain counselor activities 
with certain client reactions, thereby determining sequel relationships. 
By the use of personality tests administered before and after treatment, 
the method’s validation has been considered. An analysis of the skill 
of different counselors in applying this technique has also been initiated. 
Numerous studies of personality, using clients as subjects, have been 
reported in the literature. Finally, the therapy interview has been used 
to try to advance knowledge of learning theory. 
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Chapter 21 
PSYCHOANALYTICALLY ORIENTED THERAPY 


By Juran H. Paraman, Pu.D., and Vernon Crarx, M.A. 


Introduction 


P SYCHOANALYSIS, a method of approach to the understanding of human 
problems which was originally introduced by Sigmund Freud (1856- 
1939), has since been enriched by the contributions of workers in many 
disciplines. Considered in its broadest scope it is the study of the un- 
conscious psychological forces which motivate human behavior, whether 
this behavior is manifest in the day-to-day activity of an individual, in 
the organization of a culture, or objectified in the form of a work of 
literature or art. In the realm of practical application, it is a special 
technique of therapy for personality problems and emotional disorders. 

Even though the present discussion is limited to the therapeutic 
aspects of psychoanalysis, it will be found that the literature devoted to 
its theory and practice is so vast that it can be touched upon only lightly 
in a chapter of this length. A broad outline of the basic approach will 
be presented with examples to demonstrate the kinds of technical prob- 
lems met as well as possible ways of dealing with them. But the chapter 
in its entirety is aimed at the stimulation of interest, in the hope that the 
student will be inclined to go to more complete sources for a better grasp 
of the theory which underlies the psychoanalytic orientation. This is 
even more true where problems of technique and practice are concerned. 
The few examples included, although typical, will be found grossly in- 
adequate if considered as a code of procedure for the analytic therapist. 
Only extensive study, discussion with more experienced colleagues active 
in the field, and adequate, supervised contact with emotionally disturbed 
subjects can be expected to fill the gaps necessarily left open, not to 
mention the fact that the student will wish to undergo psychoanalytic 
therapy himself before feeling secure in the application of the method 
to his own work. 

Psychoanalysis has exerted tremendous influence on contemporary 
thought, especially within the social sciences. Therapists and counselors, 
trained in a variety of schools and themselves without formal connections 
with the official psychoanalytic institutes, have perhaps felt its impact 
most strongly—have incorporated many of its basic principles and as- 
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sumptions into their own approaches. Thus, we are justified in speaking 
of psychoanalytically oriented therapy and to define this as a method of 
treating mental and emotional disorders which, in current practice, may 
include the psychoneuroses, various types of sexual and character dis- 
orders, and even the psychoses. Outside the realm of definite pathology 
it finds wide application in the management of adjustment problems 
experienced by individuals who, although within the “normal range,” are 
struggling with personal, marital, or professional discontent. Further, 
in its didactic form, it may figure prominently in the training of those 
whose careers require close personal interaction with others—social 
workers, physicians, clergymen, psychologists, etc. It may be distin- 
guished from other approaches to psychotherapy and counseling in that 
it (1) possesses a relatively systematic theory of personality which is 
based on its own investigations and therapeutic efforts, (2) makes use of 
free association as its chief tool in so far as the subject is able to achieve 
it at any given time and (3) places high value on the interpretation of 
the resistance and the analysis of the transference as important aspects 
of the therapeutic process. Its chief goal is to supply the subject with an 
opportunity for corrective emotional experience both inside and outside 
the analytic sessions and to help him gain awareness of his characteristic 
ways of relating to others, thus improving his chances for successful 
interpersonal exchange. 

In so far as is necessary to achieve these ends, the recall and resolution 
of the important emotional conflicts of childhood is encouraged and, 
along with this, the re-evaluation of childhood impressions on the basis 
of the more mature attitudes built up in the course of treatment. It 
should be noted, however, that recall of infantile conflict is now regarded 
as an incidental part of the method rather than an effective means of 
cure, as it was by early workers, Although writers on the theory and 
practice of analytic therapy may show a variety of emphases and con- 
troversy may occasionally develop around some issue within the general 
area, it seems fair to describe as psychoanalytically oriented any approach 
to therapy which has all or most of the characteristics outlined above. 
Each of them has been present from the first, or nearly from the first 
inception of psychoanalytic thinking and none of them, at least at 
present, shows any sign of dropping out. 


The Traditional Approach and Subsequent 
Modifications 


The rules and regulations which governed early psychoanalytic prac- 
tice were simple, explicit, and arduous. The subject was required to 
visit the therapist at least five times a week and during these sessions to 
lie upon a couch and associate freely. Free association, discussed in 
detail later, set for him the task of reporting without selection or censor- 
ship any of the thoughts and feelings which came spontancously to 
mind during the interviews. The therapist, for his part, sat incon- 
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spicuously behind the couch, at a point from which he might observe 
without being constantly under scrutiny himself. He saw his role as one 
of attentive passivity and sought to remain throughout as anonymous as 
possible—to become a blank slate upon which the subject might write 
what he willed, a screen upon which could be projected any reactions 
whatever, whether these arose out of current experience or the recalled 
events of childhood. When it seemed indicated, he interpreted the 
meaning of the material produced in an effort to help the subject recog- 
nize consciously the underlying causes of his feelings and behavior, but 
interpretations were apt to be dispensed economically and were often 
punctuated by long silences on the part of the therapist. The duration 
of early analytic therapy was usually quite long. The literature yields 
frequent references to treatment covering periods of seven to eight years. 

A program such as this may seem somewhat demanding—even rigid— 
as judged by present-day standards. However, there were important 
reasons to justify such an approach. Early analytic workers faced not 
only a therapeutic task but also the very vital one of research, with re- 
search having natural priority during the first phase of activity. New 
psychological territory, never before charted, was being explored for the 
first time and to this end it was necessary to await patiently the data 
which could be supplied only by the subject. Further, it was necessary 
that these data be allowed to emerge in as undistorted a form as possible. 
"These considerations account in large measure for the long duration of 
early treatment and also, in part, for the high value placed upon the 
anonymity of the therapist, who wished to make certain that his subject 
remained free from the pressure of his own personal bias. Similarly, the 
use of the couch is probably more related to the early problems of 
psychoanalysis than it is basic to the technique. Described originally 
as a device which made it easy for the subject to relax, it may have served 
equally well as a cloak for the embarrassment of the first therapists. The 
exchange of intimate material, especially if this touched upon sexual 
matters, must have been difficult indeed under the social mores of the 
nineteenth century. It may be remembered that Freud himself was not 
ashamed to admit that he was discomfited by an extended vis-a-vis rela- 
tionship. Further, we recall that early workers were extremely cautious 
in the selection of subjects, naturally preferring those types of neurotics 
who responded most readily to analytic treatment. Thus, they were 
more inclined to admit those who could follow the prescribed procedure 
rather than seek ways and means of adapting it to individual needs. 
Obviously, all of these considerations would lead to a certain consistency 
of technique which might seem rigid by contrast to the more experi- 
mental atmosphere of the present time. 

During recent years analytically oriented therapists have shown in- 
creasing willingness to modify the traditional approach and to set aside 
any or all of the rules outlined above in the interest of a more direct, 
efficient handling of emotional problems. Alexander (3), after an ex- 
tensive re-examination of classical procedure, has formulated a law of 
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flexibility under which he has considered in detail the advantages of 
certain modifications, as well as situations in which the more formal 
approach is best retained. An intensely anxious individual may still need 
to be seen daily, especially during periods of great stress. On the other 
hand, the subject who moves at a slower tempo or one whose problems 
do not precipitate such sharp emotional discomfort may progress quite 
well on two or three visits per week. Increased interest in current inter- 
personal reactions as contrasted to the early emphasis on the complete 
removal of infantile amnesia as such has tended to speed up the work 
and consequently shorten the duration of treatment, at least in so far as 
treatment is no longer continued solely because some portion of the 
childhood remains obscure. The cause of briefer therapy has also been 
served by the improved training and greater experience of therapists. 
With the results of previous research and a fairly adequate theory of 
personality at their command, they need no longer postpone interpreta- 
tion for such long periods. The gist of a problem may be recognized 
without the interminable associations formerly required. 

Interruptions of the therapeutic work (another way of cutting down 
on the actual time involved) sometimes have a benign effect. Horney 
has noticed the spurt forward frequently taken by subjects after an 
extended vacation and feels this is most apt to occur among those in- 
dividuals who hesitate to acknowledge any dependence on others and 
who, consequently, must feel solely responsible for the advances made. 
Alexander values judicious interruption for other reasons, one of which 
is the opportunity it gives to demonstrate which part of the progress 
has been genuine and which part has arisen from the subject's neurotic 
need to please the therapist. Subsequent work may thus be more 
economically managed and consciously guided toward the solution of 
the remaining difficulties. 

In the same spirit, the use of the couch now seems less important 
than the purpose it was intended to serve—that of helping the subject 
to relax. The shy, timid, guilt-ridden individual may very well welcome 
the facingaway opportunity which the couch affords; the hostile, sus- 
picious subject, or one who is terrified of giving way to his passive needs, 
may find it an almost insurmountable block to freedom of expression. ` 

Another important influence which has led to modification of pro- 
cedure is found in the greater variety of types of subjects accepted for 
analytically oriented therapy. Originally thought of as applicable only 
to certain types of neuroses, present day workers (Fromm-Reichmann, 
Rosen, and others) are reporting success with sexual and character dis- 
orders, and even with the psychoses. It is obvious that radical changes 
must be made in approaching these subjects, since many of them cannot 
be expected to follow any sort of routine consistently, at least during 
the early phases of the work. 

Finally, it is important to notice recent changes in the therapist's 
estimation of his own role. As analytic theory has moved from a 
biological toward an interpersonal explanation of human problems, the 
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therapist is beginning to ask himself whether his own personality may 
not become a valuable therapeutic tool rather than something to be 
kept as much as possible in the background. This question was strongly 
raised by the later work of Ferenczi (6), who experimented with the 
effects of a much freer and more human type of contact. His permissive 
attitude encouraged a direct emotional exchange between subject and 
therapist. In order to guarantee this type of experience he required the 
subject to live a life of abstinence from his characteristic pleasures dur- 
ing the treatment, expecting that this would lead to greater affective 
investment in the therapeutic sessions. Thus, the musician might not 
perform or listen, the dancer might not dance. Rosen (23), in his work 
with deteriorated psychotics, has extended this thinking even further, not 
even shrinking from vigorous physical contact should he feel, for ex- 
ample, that direct restraint is indicated in order to command the sub- 
ject’s attention or direct the stream of thought. His work leaves no 
doubt as to the general trend, although the technique he describes is 
probably out of the reach of the therapist with average skill and ego 
strength. 

Tn the over-all sense, the attitude of modern analytic therapists is one 
of flexibility and adjustability in the interest of the subjects’ needs. It 
is recognized that each therapy will differ from every other and can be 
planned only on the basis of a thorough study of the individual case. It 
is further recognized that even within the therapy of a given individual 
variations of approach will be desirable as changes occur. 


Free Association 


Free association is the basic tool of psychoanalytically oriented 
therapy by which we gain an opportunity to study repression, resistance, 
transference, and other forms of behavior which shed light upon the 
underlying causes of psychological disorders. It was discovered, not in- 
vented, by analytic workers, owing to the good offices of a patient of 
Freud's who managed to achieve it without any special instruction. As 
a mental process it is neither alien nor unnatural to man and often 
occurs spontaneously, as in dreams and reveries. Anyone who eavesdrops 
on the play of young children may audit it in the purest form. But it 
is a type of experience difficult to share with another since it often takes 
us uncomfortably near to those aspects of ourselves which we find least 
acceptable. Yet this is exactly what the therapist asks his subject to do. 

The instructions given are deceptively simple. The subject is merely 
asked to speak his mind freely and to say immediately whatever occurs 
to him. But this will mean that he must abandon the critical and 
selective set by which he governs the content of his everyday speech and 
let come what will without any sort of reservation whatsoever. He is 
told to attend only to the surface of his consciousness and to report 
faithfully the thoughts and feelings he finds there whether these would 
appear, in another setting, to be foolish, unimportant, painful, or 
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obscene. The usual checks on free expression, self-respect and fear of 
disapproval, must be temporarily set aside in the interest of the thera- 
peutic process. Special reassurance is usually required to persuade the 
subject that the same freedom applies to thoughts and feelings which 
refer to persons—friends, relatives, and especially the therapist himself. 

Contrary to much popular belief, free association does not directly 
reveal repressed material, although it does supply clues by which this 
may be inferred. In so far as it is achieved at all, it leads to a clearer 
expression of feeling than would be possible under ordinary conditions. 
Its products emerge from, and are closely tied to the subject’s rational 
and irrational fears, hopes, wishes, hatreds, and affections. It follows 
its own laws, although these are not the laws of time, place, and se- 
quence which govern critical thinking. Yet to the trained listener it is 
neither jargonesque nor anarchistic; its elements are bound together 
by a logic of affect. 

It is not necessary at this point to offer examples of spontaneous and 
free association. Excerpts from the productions of S-3 and S-4 (pages 
568-570) are typical productions of subjects who are able to achieve it 
to a considerable degree. It is important, however, for the therapist 
to be able to distinguish between genuine and pseudo-associations. 
There are many ways in which a subject may violate the instructions 
without seeming to do so. For example, some subjects, especially ob- 
sessional ones, talk out the flow of thought so meticulously and leap 
with such agility from one image to another that any trace of emotion 
attached to them is immediately swept away. The following, taken 
from the third session of a 37-year-old female, is typical of associations 
which talk around the central issues and lead away from feeling. 


S-1. When I came here today I had a thought I meant to tell you. It’s 
probably not important and I don't like to say it because it isn't too 
pleasant, but you said I’m supposed to say everything that comes to my 
mind—to free associate—but the only reason I ever say such things 
is because they just pop into my head. So many things come you don't 
know what to say first. I should read something about free association 
—you could recommend something—with all your experience, you could 
give me just the right thing. Ha-ha, I’m beginning to see how it works. 
Now isn't that interesting! When I said “give” just now, I thought I 
would be so pleased if you were to give me a book about all this. But 
of course I understand you can’t. With all your patients you probably 
can't even lend them. I know what that is—lending books. They 
never come back. That's one thing I'm very careful about. I return 
them right away. That's why I was so upset the other day when Amy 
called and asked for the . . . one of those best sellers she always 
reads . . . I didn't even want to take it, but she insisted. I hadn't 
had it very long and she knows how I am about those things. I did 
think it was rather rude of her. Of course, I wouldn’t hold it against 
her—just had the feeling for a moment. You remember I said how 
much I like Amy—she’s the one who is going to Dr. X. She told me 
she read somewhere you are not allowed to read anything about psycho- 
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analysis while you are in it. I made up my mind when I came here 
that I am going to do everything just the way I’m supposed to regard- 
less. Is that right? 
T. Is what right? 
S-1. That I’m supposed to say whatever comes into my mind? 
T. Yes,and as soon as it comes. You mentioned at first that you wanted 
to tell me a thought you had as you came in today. 
S-l. Did I? O, yes, of course I did. Well, first let me give you a little 
background so you can understand it better because otherwise it 
wouldn't make sense. Yesterday, I had todo... . 


At the end of the session the original thought had still not emerged. 
Since the excerpt is taken from the very early phase of therapy, the 
therapist intervenes with caution, and then only at the direct request 
of the subject. "This he does for two reasons, first, in order that he may 
have the opportunity to observe the personality in its typical function- 
ing, and, second, to create an atmosphere of acceptance of whatever 
comes, in the interest of the more strenuous work which lies ahead. 
The experienced worker will be able to detect in this passage certain har- 
bingers of the dependent needs and hostile reactions which will later 
emerge. But to confront the subject with these on the basis of such slim 
evidence would probably cause her to recoil from the whole therapeutic 
process. Thus, he will be content to insist gently on hearing the 
"thought" which she never got around to telling, and to encourage her 
to dwell on the feelings she catches sight of, even though these may 
have endured only “for a moment.” 

An opposite kind of approach is found in the productions of a 25-year- 
old male during his first attempt at free association. 


S-2. O.K., let's see. The cords on the blinds . . . then I see the lines 
on the ceiling . . . makes sort of a perspective . . . I notice the 
pictures. Sometime I'll have a close look at them. An apple comes 
to mind . . . a big white fish. . . . 


[The therapist reflects: I wonder if he is thinking of the objects 
which usually appear in still-life painting. Does he have art as a hobby 
but for some reason couldn't tell me about it when I took the case 
history? Is he trying to establish contact on the basis of mutual in- 
terest? But the material is so meager that he must recognize his re- 
flections as purely speculative.] 

S2. ...afihingrod . . . the bamboo pole I used when I was a kid . . . 
worms ... 


T. Did you go fishing much when you were a kid? 


In this case the therapist intervenes almost immediately, in a way 
which he hopes will lead to an elaboration of the thought content. 
Intervention is clearly indicated, since this subject's associations are so 
condensed that they tend to increase rather than reduce his lack of 
awareness of his emotional processes. On the other hand, those of S-1 
are so diffuse as to offer almost no foothold for communication. Both 
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have in common the fact that they effectively mask out feeling. Of 
course, these examples may also be thought of as demonstrations of 
resistance and transference phenomena which will be discussed in the 
nextsection. But they are special in that, although at first glance they 
seem to represent a spontaneous flow of thought, they actually defeat 
the spirit of the whole process. 

Training the subject in the use of free association is one of the most 
important of the therapist's tasks. Perhaps no other aspect of analytic 
technique requires such delicacy of feeling and sureness of touch. Even 
gross errors in interpretation can usually be corrected, but to fail in the 
application of the basic tool is to risk delay and disruption of the entire 
therapeutic experience. The correct point at which to intervene and 
the manner in which this should be done also demands careful thought. 
For the most part little is gained by reminding the subject that he is 
doing a poor job, not following the rules, etc. It is usually better to 
suggest that he expand a certain point, or to summarize for him whatever 
suggestive material he may have produced, organized, if possible, around 
a central theme. This, of course is the basic principle involved in al 
interpretation. Its effectiveness may be accounted for in that it supplies 
a stimulus in which the subject feels he has had some share since it is 
constructed, in part, out of his own productions. As a more general 
guide nothing is better than the therapist's recollection of experiences 
from his own personal analysis, during which he undoubtedly learned 
what a demanding and difficult task free association is. He will remem- 
ber that it is only gradually learned and never completely achieved. Al- 
though the material produced leads to relief of tension in the long run, 
the moment of production is often fraught with overwhelming anxiety. 
Thus, the dose must be measured carefully. If too much is demanded 
by the therapist, he will damage the free flow of thought just as much 
as any recalcitrance on the part of the subject could. On the other 
hand, if he requires too little, he is in danger of cooperating with the 
subject’s tendency to repress. 

But fortunately for the therapeutic process, free association is as 
valuable in the breach as in the observance. The ways in which the 
subject fails to achieve it yield data which are quite as important as those 
which are forthcoming when he succeeds. These data deserve special 
study, and are called resistance and transference. 


Resistance and Transference 


Shortly after Freud introduced free association as a means of bringing 
hidden psychological processes into consciousness, he observed that his 
subjects could not take advantage, indefinitely, of this opportunity to 
speak with absolute freedom about themselves and their problems. 
Somehow their efforts in this direction seemed to strike a snag and bog 
down. This appeared to happen no matter how painful or destructive 
the neurotic patterns were in the life of the individual and no matter 
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how urgently he wished to be rid of them. Observation revealed that a 
variety of internal conditions might operate to produce this difficulty 
and led Freud to formulate the concepts of resistance and transference. 
These remain far and away his greatest contributions from the point of 
view of therapeutic practice. Other psychoanalytic ideas have under- 
gone profound change or even discard since they were first conceived. 
But the interpretation of the resistance and the analysis of the trans- 
ference have emerged as the cornerstones of analytic technique and have 
shown consistent development and expansion with the passing years. 

Of the two terms, resistance is the most general. It includes all the 
efforts a subject makes to protect himself from sudden change since this, 
in psychology and biology, as in politics, is fraught with anxiety and 
pain. It refers to everything he may do to maintain himself, his ideas 
about himself (self-image), and his characteristic ways of relating to 
others as they are at any given moment—all of his opposition to modifi- 
cations of the internal and external environments and to his habitual 
ways of seeing and doing things. 

‘As noted, the over-all source of resistance is the attempt to ward off 
anxiety, but it may be further broken down into types which help us 
understand more clearly the behavior we observe under the conditions of 
therapy. The first and most obvious of these is conscious resistance. 
The subject becomes aware of a thought or feeling which he cannot 
bring himself to share with the therapist and he understands, in part, 
the reasons for his shyness. These may have to do with his moral or 
social standards, or they may arise from his fear of criticism or rejection. 
If the material is extremely personal, he may be afraid of a possible 
violation of his confidence. But in general this kind of resistance re- 
flects the caution found in ordinary social usage and can usually be 
dissolved by reassuring explanation. 

Unconscious resistance is not so easy to deal with, and by definition 
falls outside the subject’s reach. Its chief ally is habit and the very 
human unwillingness to give up familiar ways of doing things, even 
though these may have proved inefficient time and time again. Further, 
a neurotic way of life may promise, or seem to promise, the gratification 
of deep needs (secondary gain) which the subject thinks he could not 
achieve in any other way. Thus, a dependent individual may actually re- 
ceive a certain amount of support and protection on the basis of his ill- 
ness and may hesitate to resign the one for fear of loss of the other. 

Another form of unconscious resistance, so subtle in form that it 
might easily have been missed by a less astute worker, was described by 
Freud as transference. At some point along the way the subject ap- 
peared to abandon his search for health and become absorbed in his 
emotional attitudes toward the therapist. Feelings and thoughts related 
to him took on special character and clamored for expression; anything 
the therapist might say or do was evaluated in a manner frequently at 
variance with the realities of the situation. In Freud’s original con- 
ception these attitudes were thought to be repetitions of feelings which 
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were formerly directed toward the parents, particularly as they had 
existed during the Oedipal period of childhood. The Oedipal period 
(that time at which genital interests emerged clearly in the development 
of the individual) figured prominently in Freud's theory of neurosis, and 
it is not surprising that he should have emphasized that aspect of the 
transference which seemed to have its origin there. Modern analytic 
thinking has retained the spirit of this conception without change but 
has broadened its content considerably. It is now understood that 
transference feelings may take their origin from any period of the life 
and are experienced in relation to significant individuals other than the 
parents. Moreover, it is clear that transference is not a phenomenon 
encountered only in therapy and under the special conditions of free 
association. It has been found to be equally operative in any or all of 
the subject’s interpersonal experiences, social, personal, and domestic. 
Thus, it supplies the chief clues as to his characteristic manner of relat- 
ing to others. Sullivan has suggested parataxic distortion as a term 
which describes this more recent and inclusive view. By this term he 
identifies any reaction toward another person which is based on fantasy 
rather than reality. For our purpose, however, the older term, trans- 
ference, is retained and refers to the subject’s tendency to see the 
therapist as he is not, and to interpret his behavior and personality ac- 
cording to the subject’s own bias (needs). 

Studied under*the conditions of therapy, transference may be ob- 
served in the details of behavior as well as in the subject’s general emo- 
tional set. An excellent, if elementary way in which it can be demon- 
strated is by noting the extreme differences which exist between the 
reactions of a number of personalities to the same therapist. For ex- 
ample, let us suppose that he remains silent for a time. ‘To one subject 
the silence bespeaks stern and critical judgment, to another benign 
tolerance. A third may turn about to see if he is sleeping, and suspect 
him of boredom and disinterest. In a similar fashion the accidents of 
the treatment situation may serve as a springboard for significant re- 
actions. The architectural details of the consulting room may suggest 
to one a prison from which there is no escape. Another subject relaxes 
visibly as he enters what is to him a refuge from outside stress. No 
stimulus is too small to set this process in motion. One individual, notic- 
ing a book on the psychology of religion among hundreds of others, in- 
terpreted this to mean that the therapist was “unscientific” and 
“unemancipated.” 

The quality of the transference can be seen more clearly in the gen- 
eral approach which is adopted. In this connection an intelligent female 
subject comes to mind whose transference reactions were distinct and 
highly developed, almost from the first hours of her work. It appeared 
that she brought into therapy two basic attitudes which colored her 
perception of her (therapeutic) experiences, these being expressed 
alternately. The first consisted of an exaggerated respect for the thera- 
pist along with an uncritical acceptance of anything he said or did. He 
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appeared supremely wise and even his casual remarks were felt as “sensi- 
tive” and “poetic.” At such times he became for her not only an 
arbiter of taste and fashion, but his advice was sought in complicated 
financial matters as well. Parallel to this the subject displayed her 
second reaction, entirely opposite in content and feeling. ‘When this 
was operative the therapist seemed smug, disinterested, unyielding, not 
to say crude and unskilled. His note-taking became a device “to keep 
you awake because you are bored with me,” although previously she had 
regarded this as a mark of careful attention. The presence of other 
subjects in the waiting room meant that he had no interest in whether 
her own case was a success or a failure. At first the inconsistency and 
extremity of these conflicting reactions were entirely veiled to her and 
her unconscious resistance against having them clarified, although per- 
haps naive, remained effective for a long time. When the therapist 
attempted to point out, let us say, the excessive nature of her admiration 
along with the wish for magical help which it implied, she countered in 
the spirit of, “. . . but that just isn’t true. Why, only the other day 
I was quite critical of some of the things you said.” And vice versa. 

The thumbnail sketch just offered also serves to demonstrate another 
characteristic of the transference frequently encountered. It may occur 
as positive or negative. Positive transference refers to those feelings on 
the part of the subject which encourage friendly, accepting attitudes 
toward the therapist; negative transference, to those which lead him to 
be critical, distrustful, suspicious, hostile. It is important to remember, 
however, that in so far as the material represents transference at all it 
is by definition based on irrational attitudes—rooted in fantasy rather 
than accurate perception. Thus, both aspects must be analyzed with 
equal care, however pleasant and unthreatening the work may seem 
when the positive feelings are in the ascendency. It should be recog- 
nized in this connection that the therapist will also experience trans- 
ference reactions of his own (counter-transference) in response to the 
individual subject. Obviously, it is necessary that he be in control of 
these if he is to achieve any sort of objectivity or free use of his skill. 
The first source of his mastery will be, of course, in the personal therapy 
he is assumed to have undergone before beginning practice. Beyond 
this he may wish to arrange for control sessions under the guidance of 
a colleague in order to keep his self-understanding up to date. 

We cannot develop here all of the intricate ways in which trans- 
ference finds expression, nor can we describe fully the involved “acting- 
out” to which it may lead. What is important to notice is that, as 
detail is added to detail, and as the expression of feeling becomes more 
explicit, the therapist begins to see himself, through the eyes of each 
individual subject, as a distinct personality. The more complete his 
understanding of this personality is, the clearer his therapeutic task will 
be. He may be quite sure that it represents a great deal more than a 
reaction to him as an individual but will reflect in large measure the 
characteristic way the subject has of perceiving and dealing with people 
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in general, together with all the irrational expectations and apprehen- 
sions associated with this. Thus, the therapist is in a position to help 
the subject become consciously aware of the role he has been playing 
and how, in his approach to key figures in the environment, he may have 
been more placating or depreciating, or dependent or withdrawn than 
he need be in the interest of his own security. The gradual realization 
of this serves as the basis for the corrective emotional experience which 
is the overall goal of analytically oriented therapy. 

One caution is necessary here. Everything which is said or done by the 
subject in opposition to the way in which the therapy develops cannot 
be automatically labeled as a form of resistance or a demonstration of 
the transference. Not only does the therapist have a personality of his 
own which cannot be concealed, but he is constantly at the mercy of the 
limitations of his skill and tendency to error. It is necessary, therefore, 
that he learn to distinguish between a valid and a resistive "no" on the 
part of the subject. This is a difficult skill to acquire and takes years 
of experience to master. In a general way, however, it may be suggested 
that the resistive "no" is usually more vehement; the subject is apt to 
protest too much. Moreover, the arguments marshalled to support it 
are frequently irrational or at least extraneous. Thus, one subject re- 
jected an interpretation on the ground that the therapist had supported 
the losing candidate in a recent election, reasoning that "if you could 
be wrong about that, you could be wrong about this too." Another 
excellent check on the operation of resistance may be made by observing 
whatever significant differences exist between conscious and uncon- 
scious productions. An interpretation may be vividly opposed on the 
conscious level, all the while dreams and free associations continue to 
pile up confirmation. On the other hand a valid “no,” which reflects 
that there has been an error in interpretation, may also have general 
characteristics. It is amazing how unperturbed most subjects are when 
exposed to this sort of mistake. Tt is as though they say, unconsciously, 
“. . . this has nothing to do with me. . . . I cannot use it; . . . let us 
pass on to other things. . . " Beware the interpretation which is ig- 
nored and which finds no echo, direct or symbolic, in what the subject 
says next. 

A few examples will illustrate how these various forms of resistance 
may appear in actual practice and to some extent reveal the method 
by which the therapist tries to clarify and dissolve them. A young 
woman of 22 years produces the following: 


S3. .. . you remember what a time I had yesterday . . . couldn't think 
of anything. Well, it seemed that whenever I was about to speak, I 
kept thinking that you look like an Indian. It wasn't that it seemed 
insulting or anything like that, but I just couldn't imagine what it 
might mean. 


[The first sign of resistance had occurred in the previous session 
and had assumed its most obvious form, i.e., silence. It is quite 
conscious in that the subject is aware of what she is unable to say. On 
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the other hand, there is a hint of unconscious resistance in that she 
abstained from speaking because she "couldn't imagine what it might 
mean.” Does this mean that there is something in the personality 
which makes it impossible for her to take a reasonable risk? Can she 
allow herself to venture only into those areas where she can predict 
the outcome with certainty? Since the therapist cannot be sure at this 
point, he is content to deal with the conscious resistance only.] 


T. [Laughs. Yes, and PI bet there was a great deal more than those 
relics over on the shelf that made you think of me as an Indian. 


[The remark is open—infers that the cause may lie partly in the 


present situation and partly elsewhere but (laughter) we need not be 
anxious about it in any case.] 


$-3. Of course! But you know, I had hardly noticed them at all, or at least 
I didn't think about them. But now that I've said it, I think . . . I 
remember . . . yes, a movie when I was a kid . . . sometimes it still 
comes back to me . . . they, the Indians, had captured a soldier and 
were torturing him. It seemed to me to last for an hour. My brother 
had some books with stories of Indian tortures in them and I remember 
them, too. He was a wild one, my brother . . . got away with mur- 
der ... tore up my things [pause]. I was going to say he was as wild 
as an Indian. We are pretty good friends now. 


[Apparently the resistance is reduced. The subject is able to resume 
the flow of free association and a series of affect-laden memories are 
forthcoming. moreover, strong feelings are linked to a significant 
figure in the life, i.e., the brother. To a lesser degree and also less 
directly, these are felt with relation to the therapist (he, too, is an 
Indian) and thus supply the first hints as to the nature of the trans- 
ference. Further clarification of this comes almost immediately as the 
subject proceeds:] 


S-3. Something else . . . you know it took me a long time to make up my 
mind to start therapy. I don't know what I expected it to be like, but 
when you were taking down all the information about my past life, 
I felt like a specimen . . . like something was taken away from me 

_. . . I didn't feel helped at all. 


In this case all that was necessary to help the subject progress was 
a reassuring remark aimed at the dissolution of the conscious resistance. 
Immediately she produces material which is highly charged emotionally 


and from which certain tangible themes emerge. “Brother . . . tortur- 
ing . . . foran hour . . . uncomfortable . . . felt like a specimen . . . 
taken away from me . . . therapy;" the interrelatedness of these ideas 


seems almost to leap off the page as we read the example. Yet the sub- 
ject has no such clear grasp of what is going on. The therapist, in his 
first interpretations, will try to demonstrate how these apparently scat- 
tered thoughts hold together and how her original feeling with regard 
to her brother is now coloring her expectation of how she will be treated 
by others, 
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Another example is more complex and difficult to deal with. It is 
complicated in that the associative material, although it reveals a great 
deal more about the subject’s irrational emotional attitudes, is closely 
entangled with certain legitimate doubts about therapy which are based 
upon an accurate estimation of reality. A young man of 26 years, a 
student working toward a degree in counseling, reports: 


S-4, 


When I saw you talking to Dr. X. yesterday I suddenly felt very 
nervous. I could hardly look at you when I went by. [Long pause.] 


[The therapist reflects: He knows we are colleagues and has seen us 
together many times before. Yet, the interpersonal relationships be- 
tween S., Dr. X., and myself are fairly complicated. Perhaps it is best 
to summarize.] 

Let’s see now. It was Dr. X. who referred you to me originally, and 


you know we work closely together. Also, I think you mentioned you 
intended to ask him to act as your adviser. 


. Yes, and yesterday when I saw you together, the thought crossed my 


mind that you were telling him about the things I bring up here. I’m 
afraid if he knew some of these things about me, he would decide I’m 
not fit to take a degree in counseling. I haven’t been able to get this 
out of my head and it makes it hard for me to say things. [Long pause.] 
Well, I might as well get it out. How do I know you won’t talk? 
When I worked at the hospital (as a ward aide for the experience) I heard 
plenty of that . . . laughing at the patients . . . great joke . . . and 
at Dr. Y's seminar I got disgusted . . . sex, sex, sex, you could start 
out with peanuts, but he made every case come out homosexual . . . 
got started on privileged confidence . . . said the therapist had a duty 
to society over the patient . . . it was his duty as a citizen to tell . . . 
Oh hell, that guy wouldn't know citizenship from a hole in the wall! 


[Do these thoughts reflect irrational attitudes of distrust and re- 
bellion against authority originating perhaps in the relationship with 
the father and now transferred to Drs. X. and Y., and the therapist? 
This may very well be. But as always in psychotherapy, reality takes 
precedence. The fact remains that S. has hit dead center one of the 
most disturbing abuses of modern psychological practice—carelessness 
with the therapeutic confidence. It is not merely a fantasy of his, but 
something which he has experienced tangibly. Thus, the therapist 
must deal, not only with the conscious resistance, but with the reality 
as well. Otherwise, his rapport with the subject might be seriously 
disturbed.] 


I can understand how you feel about this. Even though you know 
from the books and from me personally that what goes on here is 
confidential, it's still hard to believe when you get involved yourself. 
I suppose that only experience will really convince you that I don't talk 
about these things, but in the meantime there is one simple thing that 
might help. It's pretty clear that if we admitted into counseling and 
psychology only those people who were entirely free of problems— 
well, there wouldn't be many counselors and ROO PUR in the world. 
And I imagine that this applies to you as to any of the rest of us. As 
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a matter of fact, Jim, I recall that during our first session you speculated 
at some length on the psychological reasons for Dr. X's tic, Yet you 
respect him and want him for your adviser. i 

S-4. Touché! [laughs] Yes, I read the books all right and I see it in other 
people, but somehow I can’t think it applies to me. [pause] You take 
masturbation. I know it doesn’t hurt you and that it’s not even ab- 
normal if it doesn’t happen too much, but when I . . . no, it’s not just 
masturbating . . . I think of the way I did it once that always worried 
me. I must have been seventeen or eighteen and I found some rubbers 
around the house and I put one on to it. It was very exciting, but I 
always thought there was something wrong with me to get such a bang 
out of it. 

T. Do you recall any special thought or fecling that went through your 
mind at the time? 

S-4. No, just excited . . . yes, wait . . . through my mind over and over 
the thought . . . “It fits, it fits!” 

T. Almost as though you were surprised and excited to realize you had 
grown so. Yet afraid to... 

S-4. And anger . . . somewhere in there. 

T. Certainly a great deal more than just the fact of masturbating with a 
sheath. We must try to understand . . . 

S-4. I guess they must have belonged to my father. My father was a great 
guy . . . always interested in what I was doing. Mom used to say he 
spent as much time at school as I did—talking to the teachers about 
how I was getting along. 

T. Did the other boys at school ever notice his visits or ask why he came? 

S4. [Adroitly] . . . Oh, they liked him, too. I remember when I used to 


bring kids home, he'd always come in and josh with them . . . he was 
a pretty good musician . . . you know . . . something . . . I don’t 
know how old I was . .. he showed me how to clean under the 
prepuce . . . called me into the bathroom . . . I must have been a 
little sore . . . you know how it gets . . . he was taking a bath or I 
guess he must have been . . . he was naked . . . I’ve often wondered 
whether he had a hard . . . do you think he could have had a hard? 


T. I don't know. Can you remember how you felt at the time? 
S-4. I remember it hurt like the devil to clean under there. 

[The subject is now obviously distressed and anxious, and at this 
point returns to the earlier material about Drs. X. and Y. which he 
restates and elaborates until the end of the session. His final remark 
is:] 

S-4. You said I was to say anything, including stuff about you. Well, I had 
the feeling that you talk too much . . . made it hard for me to as- 
sociate . . . you always breaking in. 


The nature of the transference now becomes much clearer and the 
therapist feels a great deal more secure in his weighting of the "realities" 
which figured in the subjects original presentation. Father was 
* ..a great guy . . . interested . . . liked . . . a pretty good musi- 
cian...” Buthe wasalso ^. . . hard . . . hurt like hell . . . made it 
hard for me . . . always breaking in . . " One dare not feel anger 
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toward such a father as this, both for fear of his power and for fear of 
the loss of his love. It can only be expressed toward substitute figures 
like Drs. X. and Y. and the therapist, and even then only if the subject 
feels he has an airtight real complaint to justify him and protect him 
from censure. Now the (doubtful) memory of the bathroom experience 
and the masturbatory incident are more intelligible and might be con- 
sidered as devices by which the subject has expressed his hostility, fear, 
and desire to equal or exceed his father in a single recollection and a 
single act. These served especially well for the purpose in that, although 
they were highly expressive symbolically, they carried no disturbing in- 
sight into the repressed feelings. The above remarks touch only the 
highlights of the resistance and transference indicators contained in this 
highly concentrated example. The student may wish to study it for 
detail and attempt a more complete analysis of his own. 

As has already been seen in the case of free association, resistance and 
transference do not represent the inventions of analytic workers but, 
rather, penetrating observations of psychological phenomena which 
occur throughout the human family, in the neurotic and well-adjusted 
alike. They are merely terms which describe, as it is seen in the thera- 
peutic situation, the hesitation in the face of change which can be 
found everywhere. That such unwillingness to change exists in man 
has been recognized since the beginning of history, as the works of every 
crusader against rigidity in religion, science, and politics will attest. 
But it was the genius of Freud which allowed him to relax and observe 
in the presence of this phenomenon rather than fume against it as so 
many others had done before him, and to turn it at last to serve his 
therapeutic ends. 


The Interpretation of Dreams 


Although interest in the interpretation of dreams has fluctuated from 
time to time, it has always been a part of the analytic approach. From 
the first Freud emphasized its significance; his description of the dream 
as “the royal road to the unconscious” remains famous and basic. At 
the same time, his idea that the dream is “a small psychosis,” essentially 
asocial in character and representing the gratification of repressed and 
unacceptable libidinal impulses appears somewhat limited in the light 
of recent thinking. The current view of Fromm (11), who regards it 
as “a meaningful and significant expression of any kind of mental ac- 
tivity under the condition of sleep,” opens up new vistas from the point 
of view of its therapeutic usefulness. 

An examination of the nature of dreams will not take us into any 
new areas. As in the case of resistance and transference, they merely 
afford another opportunity to get at material which does not easily come 
to consciousness. They too will conceal, yet express, strivings and atti- 
tudes which are disowned by daylight. In one sense they can be regarded 
as a special form of free association, achieved by the individual when 


— € 


21] PSYCHOANALYTICALLY ORIENTED THERAPY 573 


sleep has swept away some of the inhibitions which check his waking 
responses. This is not to say that the meaning of the dream is im- 
mediately clear. Usually it is a highly disguised product (manifest 
content), and its underlying sense (latent content) can be extracted 
only by means of further free associations which use the dream ideas 
as points of departure. 

In spite of its similarity to material already discussed, the dream has 
certain characteristics which deserve comment. First, it is highly con- 
densed. Like the creations of the artist and the musician, which 
in some ways it resembles, it puts great emphasis upon economy of 
means. Each idea of the dream as it is remembered upon awakening 
will be found to fan out into the subject’s unconscious to embrace a 
tremendous amount of material. Further, the dream makes extensive 
use of symbolization, a process by which one thing or idea is made to 
stand for another and in which various entities are linked together by 
feeling rather than superficial resemblance or logical connection. This 
symbolic language employs meanings which are less set than the con- 
ventional meanings of everyday speech, and is in part based on the 
common experiences of mankind and in part upon the unique experience 
of any individual. At the same time that this guarantees a remarkable 
fluidity of expression, it also requires an intensive knowledge of the 
dreamer and his cultural environment if we are to interpret the dream 
with any degree of certainty. 

Since dreams are usually concerned with current problems and fecl- 
ings, they become extremely useful in psychotherapy. Transference 
material is frequently expressed by them at times when the subject can 
bring it out in no other way. Thus, if a number of dreams are con- 
sidered as a related series rather than as discrete units, they will often 
reflect shifts and changes of feeling quite some time before the subject 
consciously realizes that these have taken place. In this sense the dream 
may be regarded as prophetic (Jung) in that it allows insight into un- 
conscious reactions which may be the basis of future behavior. Some- 
times this is a great advantage to the therapist in that it permits him to 
anticipate and take precautions against what might be catastrophic 
acing-out on the subject’s part. 

In line with the above, let us consider a series of dreams produced 
by a 41-year-old female subject, starting with the first reported after the 
beginning of therapy. It should be remembered that they are described 
here in telescoped form. Also, it has been impossible to include the 
voluminous associations by means of which they were eventually under- 
stood. Although the subject dreamed many other dreams besides these 
we have selected and presented in chronological order, only those which 
were clearly established as having bearing on the transference reactions 
are included. Thus, they become a sort of diary of her developing 
feelings about therapy and the therapist. The interspersed comments 
represent not only the meaning of the dreams but also the gist of the 
therapist’s interpretations. 
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D-1. I seem to be in a big house and I have the feeling that a burglar is 
trying to get in, although I didn't see him. Then I go into a room 
and I see a man sitting. But it is very dim and I can't see who he is. 
He is all bundled up . . . sort of muffled. 


[The house represents the subject herself and allows her to express 
her feeling that therapy (burglar) is a dangerous intrusion into her 
private world. But the therapist (all bundled up) is an unknown 
quantity—a question mark.]* 


D-2. Iam with a man . . . I don't know him but he is very tall . . . and 
we are making love. I have the feeling that I am up off the ground 
but somehow I still have to look up to him . . . he is so tall. I am 
supremely happy and wish my husband could be like that. "Then all 
of a sudden I have a frightened, dizzy feeling . . . being up off the 
ground . . . like I might fall. 


[Only the young child could have some of the feelings which the 
subject experiences in her dream since only the child is apt to be “up 
off the ground" at the same time that the eye level is below that of 
the adult companion. The man is the therapist and the "making 
love," far from being sexual, indicates her wish that he extend to her 
unconditional support and protection. Her wish that her husband 
could “be like that" reveals the desire for a similar relationship with 
him, thus hinting that what is true of the transference operates with 
others as well. But she realizes that gratification of this is not possible 
or that it would be a threat to the integrity of her own ego if it were. 
This sense of precariousness she expresses in her fear of falling. In 
his interpretation the therapist infers that a more adult, frankly 
feminine role might be the answer to this sense of insecurity and be 
more comfortable in the end.] 


D-3. I was in that same house (D-1), although the windows were open . . . 
it was lighter anyhow, or daytime. I was between two men. One of 
them I didn't know . . . that must have been you . . . and you 


1 It should be noted here that this dream sequence, had it been approached from 
within the classical psychoanalytic frame of reference, might have been interpreted 
in quite a different way. Considered from this point of view the interpretation of 
D-1 could read: The house represents the vagina and the burglar, carrying the 
inference of violent entry, suggests that the subject regards sexual intercourse as d 
rape-like experience. The other male figure in the dream “all bundled up" stands as a 
symbol of the penis. Since this alternative interpretation appears entirely credible, 
the question may arise as to why it was not used. "There are several reasons. First, 
the therapist is already in possession of this same material from another source. 
During the first interview the subject was able to state, at least in general, her 
fearful reaction to matters related to sex. Thus, to offer a purely sexual interpreta- 
tion of the dreams would amount to telling her once again what she already knows. 
Or, to put the matter in another light, we would be merely substituting one set of 
symbols for another since the specific sexual conflict only echoes the more general 
difficulties she experiences with regard to people and situations. The interpretation 
actually used seems to us to have two advantages over this alternative one in that it 
tends to raise the subject's view of her problem into the interpersonal sphere at the 
same time that it focuses her attention upon her reactions within the therapeutic 
sessions. 
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seemed to be very busy doing something. The other I think was Steve 
(the husband), or like Steve in some way, but I am not sure. I was 
worried because I couldn’t tell whether you were both doing the same 
thing or whether you were going to fight. Then I went outside and I 
noticed that there were spring flowers coming up. 


[Once again the house represents the subject and allows her to 
express what is going on inside her. In this case the therapist stands 
for his own interpretations ("you were busy doing something") and 
she wonders how these were going to affect her characteristic expecta- 
tions in relation to men (the husband). Will she be cooperative 
(“doing the same thing") or resistive (“going to fight") in striving 
toward a more adult role? Apparently the former wins out for the 
moment, since the spring flowers introduce not only the feminine 
element but a sense of growth and development as well. However, 
the subject does not resign her passive-dependent needs too easily. 
As they are frustrated by the very nature of the therapeutic process, her 
resentment grows and she swings to an opposite kind of solution.] 


There is a big black cat in my bed and he winks at me evilly . . . a 
kind of leer . . . like Satan. 


[The bed now displaces the house as a symbol of the self. Also, its 
close association with the idea of sleep warns that the subject will be 
dealing with material that is much less conscious. The feelings them- 
selves are condensed into the image of the evil cat. Without waiting 
for associations, the therapist asks, *W'hy do you dream of yourself 
ds a witch?" The subject is obviously startled and responds, “That 
couldn’t be right. I didn’t know until recently that witches have cats 
for familiar spirits,” thus offering negative confirmation to the inter- 
pretation. For some time after this she appears somewhat blocked and 
reports few dreams. 

This is an excellent example of correct interpretation clumsily ap- 
plied. The elements of the dream are accurately observed and the 
omitted elements taken into account. But the therapist ignores the 
fact that the subject, by extreme condensation of the dream content, 
has indicated that she does not feel ready to deal with it directly. His 
too rapid exposure of the threatening material contributed to an un- 
necessary delay in the development of the subject's feelings. 

Later on the same theme is picked up again.] 


I dreamed of you, but you were not like yourself . . . your teeth were 
all black and decayed. I was standing in front of you and threw a 
sort of loosely knitted, open-work cloth over your head. I remember 
that I laughed . . . I was feeling kittenish. 


[Indeed, the therapist is not like himself in that his interpretations, 
felt by the subject as aggressive (teeth), are rendered ineffective (black 
and decayed). She now expresses quite clearly the hostility with 
which she has reacted to the frustration of her passive-dependent needs 
and indicates that she means to put up a real struggle—to trap the 
therapist if she can (open-work cloth equals a net or a snare). The 
vindictiveness suggested in the dream of the cat remains (“feeling 
kittenish” ) .] 
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D-6. A man is coming at me with a knife. I was scared, but not as much 
as I would be, I think, if itactually happened. Ina way he seemed kind. 
He said to me, “I loved you once when you were a little girl, but now 
Iam going to kill you." It was very confused. Steve was there, too 
. . . behind me . . . using my body as a shield. 


[The therapist is still felt as aggressive (“I am going to kill you"), 
as in the previous dreams. But perhaps he also has a more benign 
intention (“I loved you once") and has real regard for the feminine, 
growing part of her (“a little girl”). Perhaps he is not working against 
me but only against my defenses (using my body for a shield) which I 
try hard to protect. The subject worked in this spirit for several weeks 
and produced many other dreams in which she seemed to be consider- 
ing whether she dared give up the defensive system and accept the 
therapist as an equal, cooperating partner. When she was well on 
the way to this, she dreamed:] 


D-7. Justa . . . almost nothing to it at all. A man and a woman walking 
up a road ... hand in hand. I couldn't see their faces, but I felt I 
knew them. 


[Considered in the light of what has gone before, the meaning of 
the dream is almost immediately clear, as it was to the subject. 
Passive-dependent needs, as well as the hostility generated when these 
meet with frustration, do not appear. Men and women may progress 
and develop equally—mutually. Contact with others (hand in hand) 
is possible without an elaborate system of demands and defenses. As 
the therapy approached conclusion, the subject produced the last dream 
in the series to be considered here.] 


D-8. A very funny dream . . . like a dream within a dream . . . I knew 
I was dreaming all the time. I am with a man and everything is ideal 
. . . like there wasn't anything that could be desired. He was per 
fect . . . something like a god. But in the dream, although it was 
pleasant . . . I was looking at it and wondering. Then all of a 
sudden he sort of withered away and for some reason I didn't feel bad. 
I woke up feeling that something very good had happened. 


[Here the subject takes stock of what has gone before and makes 
note, in her dream, of the progress she has made. The godlike partner, 
who magically gratifies every wish, is no longer quite so necessary 
(withered away). As this figure fades, the need for the therapist fades 
also and the dissolution of the transference is within sight.] 


Most of the important characteristics of the dream are illustrated 
within this series. Condensation and symbolization can be studied in 
each of them and it can be seen that even a short, fragmentary dream 
can give a clue to whole systems and modes of defense. It is also evident 
that not only neurotic tendencies, but movement toward health as well, 
are recorded by the dream work, which becomes, by virtue of this, an im- 
portant index of the subject’s over-all progress in therapy and in life. 

Only one other example will be included in order to demonstrate that 
the interpretation of the single dream, quite by itself, may sometimes 
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have an important therapeutic effect. In this connection a simple dream 
of the wish-fulfilling variety is considered. A woman of 51 whose life 
as a wife and mother has ostensibly been a happy one receives news that 
her military son has been killed in action. Her reaction is marked, but 
in some ways unusual. She is unable to sleep, is agitated and miserable. 
She seems unable to function in any way. Most important, the normal 
processes of grief appear to be arrested, and it is this last which concerns 
her most deeply. “I just can’t cry over him,” she tells the psychologist. 
“What kind of a mother am I, not to have any feeling at a time like 
this?” She is horrified by the following dream, which seems to her to 
be further proof of her lack of feeling for her dead son. 


S-5. It seems I get a message that Freddy is badly wounded and in a hospital 
somewhere. I want to go to him and start packing my suitcase. But 
it’s impossible . . . all night long I try to pack that suitcase and can’t 
get it done. How could I dream a thing like that? I hear that dreams 
tell what we wish for, but I wouldn’t want Freddy to be hurt for any- 
thing in the world . . . I couldn't wish that pain on my own son. 


The psychologist’s approach to this dream is quite direct. Not only 
does he know something of this woman’s background from social con- 
tact, but he recognizes the symbolization as typical of the normal per- 
son reacting to extreme stress. Consequently he asks for no further 
associations and is content with one question: 


T. Tell me, if you were forced to decide whether Fred should be killed 
in action or badly wounded, which would you choose? 

S-5. Oh, wounded of course. I wouldn't care how bad. I could nurse him 
. . . get him through somehow or other, no matter how long it 
took . . . months even . . . 

T. And isn’t that exactly what you were doing in your dream . . . wishing 
that Fred had only been wounded instead of killed, so that you might 
*get him through somehow"? Perhaps in that way the suitcase you 
were packing represented your own body as you remembered back to 
the time when your children were secure there and safe from all harm. 
I imagine there must be many times in life when a woman thinks back 
to that time . . . 


There was no further comment from the subject, but she did receive 
what she needed so badly, the gift of tears. During a moment of respite, 
the therapist added: “It seems you are a good mother after all.” The 
test of the session passed without verbal exchange. But the subject was 
able to begin her mourning and the great task of renunciation which 
lay ahead. She did not achieve inner peace during the interview and her 
anxiety, far from being dissolved, was in a sense intensified. However, 
it was at last linked to its true source as she was helped to face the 
inexorable fact of her son’s death—a fact which she had tried to escape 
even at the price of thinking of herself as an inadequate and unfeeling 
mother, But from a purely technical point of view, it is important to 
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notice what did occur. The presenting symptom, in this case the in- 
ability to feel or weep, disappeared at once; it gave place to genuine grief 
which, although painful to endure, is nevertheless an essential part of 
the adjustment to certain of life’s realities. 


The Theoretical Background 


Until now the discussion has been centered around a number of the 
important working concepts of psychoanalytically oriented therapy and 
has demonstrated, by example, the general approach to the therapeutic 
task, It is now in order to review briefly the background of personality 
theory against which these principles have evolved. When the dis- 
cussion shifts to matters of theory, however, we do not find the same 
consistent expansion of ideas as has been found in the matters already 
touched. Rather, many of the original formulations have undergone 
profound change, even discard, since first presentation. But in spite 
of the unevenness of the theoretical development, the result has not 
been chaotic. Throughout it is possible to observe a gradual movement 
away from the original biological toward the current interpersonal ex- 
planation of psychological experience. 


Libido Organization and Character Formation. In seeking for a 
basic explanation of human behavior as a whole, Freud’s biological 
orientation led him to believe that its motivating force could be found 
in the instincts, which he describes as the internal drives and pressures 
that impel the individual toward certain types of action. At the heart 
of the instinct theory lies the concept of the libido, thought of as the 
innate force driving the individual in search of pleasure. This libidinal 
energy is primarily sexual in nature but is broadly interpreted to include 
all impulses associated with love in its widest aspects, so as to include 
feelings toward the self, others, and objects in the environment. ‘Thus, 
the sexual drive does not await the physiological changes of puberty, but 
has its roots in infancy and childhood, during which periods its search 
for gratification may take a variety of forms. This, in essence, is the 
psychoanalytic theory of psychosexual genesis, thought to be operative 
in the development of both the normal and pathological personality. 

The precise way in which the libidinal energy is organized and ex- 
pressed at various stages of life is important to an understanding of the 
theory. In each stage the libido is considered as attached to some par- 
ticular organ of the body (erogenous zone) through which it achieves its 
principal satisfactions. At first there is the oral phase, during which the 
mouth is the crucial organ, with pleasure derived from the sucking ac- 
tivity of the nursing period. This is followed, in the second to fourth 
years, by the anal phase, wherein libidinal gratifications are centered in 
the excretory functions. Between the third and sixth years the focus 
shifts to the genitals, with corresponding development of interest in 
the self (narcissism) and, if further progress within this phase goes 
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smoothly, the libido is finally redirected away from the self to search for 
mature genital gratification through contact with others. 

From the classical psychoanalytic point of view the dynamic interplay 
of experiences associated with each libidinal stage is conceived to be 
instrumental in the development of personality characteristics. For 
example, each or all of them may be contracted or prolonged as a result 
of parental attitudes, and punitive or traumatic conditions encountered 
during one stage may lead the individual to revert (regress) to an earlier 
and more pleasurable one. Here he may remain (fixated) for long 
periods, if not for life. The consequences of such regression and fixation 
may be seen in the personality according to the particular phase involved. 
Thus, the oral phase is at first associated with passive-receptive attitudes 
along with feelings of unquestioning dependence upon others. Fixation 
at this point may lead the individual to expect constant and uncon- 
ditional support and nurture from the environment. Later, and remi- 
niscent of the development of teeth, a sadistic element might enter into 
this type of adjustment and manifest itself in the character as an ag- 
gressive exploitation of others. In the anal phase the clash between 
parental overconcern with the climinative function and the child’s own 
resistance to becoming regular usually constitutes the chief conflict. 
Overemphasis here frequently leads to such character traits as obstinacy, 
orderliness, messiness, and compulsive behavior of one kind or another. 
In pathology, significant experiences at the anal phase may be expressed 
as severe obsessive-compulsive neurosis or, in extremis, as the complete 
breakdown of the habit patterns to be observed in certain types of 
schizophrenia. 

The third and last of the developmental phases, that during which 
the search for pleasure becomes centered in the genitals, is of great im- 
portance in Freudian theory and gave rise to the concept of the Oedipus 
complex. According to this viewpoint the first sexual object is the 
parent of the opposite sex, whom the child soon wishes to possess ex- 
clusively. Inseparable from this arises the wish to displace and destroy 
the rival parent, who then becomes the target of all the hostility (death 
wish) which might be expected under such circumstances. But such 
demands and impulses immediately encounter a whole host of parental 
and social taboos which engender in the child reactions of guilt on the 
one hand and fear of retaliation (castration) on the other. Thus, in 
self-protection he will repress his sexual interest and destructive feeling 
toward the parents and much of his future psychological development 
will depend upon how he resolves this knotty problem at the unconscious 
level. The healthy individual will deal with the conflict by transferring 
the sexual striving to contemporaries who do not fall under the ban of 
the incest taboos and, by the same taken, the Oedipal aggressions will 
find expression in a healthy drive to achieve mastery over the’ environ- 
ment. But less fortunate persons may be so traumatized by the whole 
Oedipal process that sexuality and aggressive impulses are renounced in 
toto, with all energy devoted exclusively to maintaining rigid control 
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over their reactions indiscriminately, whether these would meet with 
social approval or not. Others may give up the struggle entirely and 
regress to one of the previous libidinal phases where, perhaps, less stress 
has been encountered. 

This oversimplified summary does not even attempt to exhaust the 
various nuances of character which, according to classical theory, may arise 
out of the vicissitudes of the developmental stages. Just as there is no 
clear and discrete progression from one phase to the next, so in the clinic 
we must not expect to observe any “pure” personality types. All persons 
are presumed to exhibit more or less heavy admixtures of the effects of 
the phases outlined and each case must be studied individually and in 
detail if we are to reconstruct dependably the early experiences which 
lie behind the current type of adjustment. 


The Structure of the Psyche: Id, Ego, and Superego. Aside from 
the scheme of development outlined above, Freud conceived of the 
psychic apparatus as having a threefold structure. The id alone is 
thought of as present from birth and is the reservoir of all the un- 
organized and diffuse sexual and hostile impulses. Amoral and un- 
conscious, it knows no law save one—the immediate and unrestrained 
gratification of its desires. As the child develops through contact with 
the world, experience is first differentiated in terms of what is “I” and 
what is “not I,” with the “I” becoming the basis for the sense of self 
or the ego. The ego comes to serve as a tester of reality and, in the 
interest of self-protection, strives to prevent the raw impulses of the id 
from coming into direct conflict with the world. In one sense it assumes 
the role of an opportunistic censor, striving to obtain maximal satis- 
faction for the id at the same time that excessive punishment is avoided. 

As time goes on, however, the ego itself becomes divided. Especially 
during the Oedipal period it becomes self-critical and develops a moral 
sense—a conscience. ‘This aspect of the ego is known as the superego, 
and is derived mainly from the cultural heritage as it is transmitted to 
the child through the parents. For the most part it is prohibitive in 
character and is composed largely of the accumulated "don'ts" of the 
ages. In the fully developed personality, then, it will be seen that it is 
the task of the ego to mediate between the insistent, sometimes explosive 
demands of the id and the restraining cautions of the superego; somehow 
it must maintain the total psyche in smooth running order in spite of 
the severe conflicts thus generated. It is not possible here to define 
the various devices the ego makes use of in executing its task. But re- 
pression, suppression, displacement, identification, and sublimation all 
figure in the process, and are described in many texts under the heading 
of mechanisms of defense. 

In the light of this analysis of the structure of the psyche, it is clear 
that in Freud’s view human activity is a more or less constant warfare 
between the hostile and pleasure-seeking impulses of the individual on 
the one hand and the restrictive demands of the superego (civilization) 
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on the other. Given this, it follows that the chief goal of therapy will 
be the modification of the painful tensions that arise. But if the theory 
is carried to its ultimate conclusion, it can be seen that there will be 
little reason to hope for a really whole and integrated personality. This 
probably accounts for Freud's ultimate disappointment in psycho- 
analysis as a therapeutic technique. The price of civilization, he felt 
toward the end of his life, is neurosis. 


Modifications of the Libido Theory. Libido theory, as it was formu- 
lated by Freud, inspired some of his pupils to research in the same 
direction, others to open rebellion. The work of both groups, however, 
had the effect of extending the scope and broadening the base of the 
theory in the long run. Adler was the first to reject it, almost in its 
entirety, and was especially critical of the emphasis upon the sexual 
etiology of the neuroses. For him the universal feeling of inferiority 
to be found in everyone—and the compensatory striving for dominance 
and superiority to which this often leads—is the main source of psycho- 
logical difficulty. Thus, neurotic behavior may be considered the result 
of the thwarting and frustration which arises from the setting of un- 
realistic goals, and in this sense reflects the excessive power-striving and 
competitive attitudes of Western culture itself. Seen in this light the 
Oedipal situation, far from being sexual in nature, represents the struggle 
to remain attached to the parents as a security measure. 

Jung did not reject the idea of libido so flatly but redefined it in such 
broad terms that it lost all resemblance to the original exposition of 
Freud. For him it became a general source of energy which inspires 
all outgoing behavior and is the motivating force standing behind 
creative activity and symbol formation just as truly as it does behind the 
sexual impulses. Thus, the id is not merely a repository for unacceptable 
sexual drives, but becomes a level of operation at which the individual 
has contact with the universal experiences (collective unconscious) of 
mankind. Moreover it is a level at which, through dreams and in- 
tuitions, communication may take place. Although perhaps somewhat 
too mystical to gain universal credence, Jung's approach nevertheless 
emphasizes the individual as a part of a social organism rather than an 
isolated unit struggling with unique problems. 

In the past few decades a number of psychoanalytic thinkers have 
completely rejected the instinct theory. Of these Horney (14), Fromm 
(10), and Sullivan (24) have been most consistent and outspoken in 
their views. Although each has developed his own theory of character 
formation, they share in common the belief in the importance of en- 
vironmental and cultural forces in the etiology of the neuroses. Horney 
stresses a “basic anxiety” due to “feeling helpless in a potentially hostile 
world” as the primary source of neurotic behavior; Sullivan places such 
importance upon the type of relationships established with others that 
he can speak of all of psychiatry as “the biology and the pathology of 
interpersonal relations.” A constitutional foundation common to all 
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men is accepted by these workers, but they maintain that the undiffer- 
entiated biological urges are moulded primarily by the cultural pattern- 
ing. In line with this it is natural to expect that a re-evaluation of the 
tole of sex would have taken place. Many workers no longer regard 
it as particularly central in human development, or in the neuroses, 
and now believe that the same neurotic distortions found in the sexual 
area will be found in all other areas of life as well. Thus, for the in- 
dividual whose attitudes are excessively hostile and competitive, sex will 
be merely another weapon to be used in his endless struggle against the 
world. And the rigid, overcontrolled subject will experience the same 
difficulties in sexual expression as he will elsewhere in life. 

However, at the same time that we note the general social-inter- 
personal trend in psychoanalytic thinking, it must be recognized that 
there is no uniform acceptance of these modifications in theory and 
practice. Various viewpoints have crystallized along the way into 
“schools” and "institutes," each representing some milestone which has 
been passed or some theoretical or practical goal achieved. Perhaps the 
largest number of psychoanalytically oriented therapists are most fairly 
described as eclectic. Faced with the practical task of treating emo- 
tional disorder, they are apt to search through theory for those con- 
structs which best describe the subject at hand and which seem most 
likely to be of aid in the resolution of his particular difficulty. This 
statement is more a description of what exists than it is of what is to be 
desired. Much energy has gone into the observation and the develop- 
ment of analytic theory, but relatively little has been done in the 
systematic application of theoretical findings to the problems of thera- 
peutic techniques. For psychoanalytically oriented therapists this is the 
great task that lies ahead. 


The Goals of Psychotherapy 


Psychoanalysis began as a technique for the relief of symptoms but 
this aim, by itself, soon proved inadequate. As often as not the dis- 
appearance of one symptom was attended by the appearance of another 
and this disposed of, the first would often return. Thus, numbness gave 
place to headache, and the headache to accident proneness in a weary 
sequence which frustrated subject and therapist alike. It was soon 
discovered that symptoms were never isolated phenomena to be handled 
piecemeal but expressions of deep-seated disharmonies within the per- 
sonality or of unrealistic ways of dealing with the environment. In 
consequence, the scope of psychotherapy was extended to include 
restructuring of the total personality in so far as this was possible and 
necessary, and to include the re-education of the subject relative to his 
characteristic manner of relating to others. 

In describing the aims of psychotherapy more specifically, it is neces- 
sary to arrive at some sort of agreement as to what constitutes the normal 
personality, since this will be one way of stating the over-all goal toward 
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which therapy moves. The “normal” person, it is offered, is one who 
sees the world around him as it is rather than according to a unique 
personal fantasy (cf. the "parataxic distortion" and “consensual valida- 
tion” of Sullivan), and who is able to accept himself, both in terms 
of assets and limitations, as he fits into the general environmental pic- 
ture. He will allow himself a reasonable degree of freedom in searching 
for satisfactions and will be able to bear a reasonable amount of frustra- 
tion when outside forces collide with his own strivings. Not only will 
he be “adjusted” in the sense of conforming to the situations in which 
he finds himself, but in some measure will achieve “full value"? This 
is to say that he will be able to contribute to the modification of the 
environment in a way generally beneficial to himself and to his group 
and will be able to exercise a degree of leadership commensurate with 
his own capacities, whether this be at the level of international relations 
or at the level of the basic family group. The attempt to define “nor- 
mality” precisely might go on forever and yet not cover the myriad and 
ingenious ways in which worthy men and women have successfully 
patterned their lives. But the definition proposed will be enough to 
give some notion as to the aims of psychotherapy in the broadest and 
most positive sense. 

It is also possible to state the aims of therapy in negative terms, that 
is, in terms of the neurotic patterns which the therapist seeks to dissolve. 
Certain of these recur in our culture and act as obstacles between the 
individual and his achievement of “normality.” Over-dependence upon 
others (as a way of secking to avoid conflict), expressed as a need for 
constant care and support from key figures in the environment, is often 
encountered among those who are suffering from neurotic limitations. 
So receptive an attitude toward the world, if it exists in an excessive 
form, will obviously smother the development of the self-confidence 
and independence of thought essential to an adequate adjustment. 
Moreover, such a need for complete care is never found alone. The in- 
evitable frustration of the wish invariably generates within the individual 
strong hostile and destructive impulses toward those who cannot or 
will not fall in with the neurotic demands. And from this arises, in 
tum, the crippling sense of guilt and fear which always hovers in the 
background. Further consequences are seen in the typical distortions of 
the self-image. Out of the basic fear of conflict and reticence to take 
part in life—out of the fear and guilt—comes the evaluation of the self 
as worthless. This may be reacted to in a variety of ways. The subject 
may become self-destructive (symbolically or by actual suicidal acts) 
or may take refuge in grandiose dreams of what might have been or of 
what will surely be tomorrow. The possibilities are endless, but what- 
ever form they may take, it is the aim of psychotherapy to help the 
subject break the deadlock—to bring him to the point where he will be 


2 As far as the present writers are aware, the term “full value," as an extension 
of the concept of adjustment, was first used in this country by Gregory Zilboorg. 
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able to take more risk in his general approach to the environment. Al- 
though this will certainly not obviate the possibility of failure, it will 
greatly increase the chances for success. ra 

In conclusion, psychoanalytically oriented therapy does not envision, 
at the end, an individual who is without problems, who never experi- 
ences conflict, or who is invariably inspired by a feeling of happiness and 
contentment as he struggles with the conundrum of life. But it does 
envision one whose perspective is mature enough to allow for the 
acceptance of a great variety of emotions, pleasant and unpleasant, as 
legitimate aspects of the mastery of the art of living. Thus, the in- 
dividual who has had a successful therapeutic experience will no longer 
seek to avoid conflict, but will welcome it as a condition of human 
development—and will understand that its resolution, moving ever to 
higher levels, is the chief source of psychological growth. 


Summary 


Psychoanalytically oriented therapy is based upon the method of ap- 
proach to mental and emotional disturbances developed by Sigmund 
Freud (1856-1939). Since its original introduction there has been 
considerable modification and expansion of both theory and technique 
as they were first formulated and described. The consistent trend has 
been toward greater flexibility in practice and toward greater emphasis 
upon a cultural-interpersonal explanation of human problems. But in 
spite of these changes, the basic tools have persisted and it is the use 
of these which distinguishes this type of therapy from others. These 
tools are (1) the use of free association and (2) the interpretation of 
the resistance and the analysis of the transference. The interpretation 
of dreams has always had a prominent place in this technique, but the 
degree to which this device is used appears to vary from one therapist 
to another. It is typical of, but not essential to, the analytic orientation. 

Psychoanalytically oriented therapy has behind it à relatively sys- 
tematic theory of personality derived from its own investigations and 
therapeutic efforts. From the developmental point of view the in- 
dividual is thought of as proceeding through several stages, called oral, 
anal, and genital because of the association of pleasurable experience 
with these organs during certain periods of life. Further, the psyche is 
believed to be structured in terms of the id, the ego, and the superego. 
These represent, in the above order, the raw, impulsive drive toward 
immediate gratification, the sense of individuation and identity, and 
the restraints imposed upon behavior by the parents and society as they 
have become internalized during the developmental process. Fixation 
at one of the stages or imbalance within the psychic structure are re- 
garded as an important source of difficulties in adjustment and the 
development of the neuroses. 

Psychotherapy seeks to help the individual to move toward “nor 
mality,” if normality is understood to mean that he will allow himself 
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reasonable freedom in the search for satisfactions and self-expression 
and that he will possess reasonable frustration tolerance when he reaches 
out for someone or something which the environment will not yield 
easily. Therapeutic goals may also be stated negatively, in that an 
effort is made to dissolve irrational attitudes toward others which inter- 
fere with the development of mature interpersonal relationships. 
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Chapter 22 
GROUP PSYCHOTHERAPY 


By Huserr S. Correy, Pu.D. 


Puoi the many developments directed toward the alleviation of 
psychological discomfort, none will stand out more strikingly than the 
phenomenal interest in group psychotherapy during the past quarter 
of the century. Perhaps the greatest impetus to its development as a 
therapeutic technique was World War II and its consequent turmoil 
(29). The need to treat large numbers suffering from the pangs of 
emotional discomfort engendered through the necessity of adjusting 
to the varied conditions of military life directed the attention of many 
therapists toward the group approach. For many this seemed at first a 
necessary expedient rather than the preferred method of treatment; 
but with continued experience with this method, therapists have found 
certain virtues that do not rest upon the factor of expediency. 
Historically, the early efforts to use the group approach have been 
described by Klapman (17). It will be noted in his review that much 
of this effort was didactic in type where the patient functioned in a 
class-like situation and where the role of the leader-therapist was not 
unlike that of a lecturer. In this pedagogical approach it was common- 
place for the therapist to introduce a predetermined topic for consider- 
ation, to outline the major points, and to stimulate the group to partici- 
pate in the discussion. Little attention was given to what is now 
commonly designed as group processes. The main emphasis was thus 
placed upon inducing better motivation and understanding. Typically 
in such meetings the topic was oriented toward a somatic illness, such 
as tuberculosis. The group often consisted of patients whose attitudinal 
difficulties were related to these specific somatic conditions. Much of 
this approach was accordingly inspirational-repressive (17). 
It was indeed inevitable that the dynamic theory of personality should 
influence group therapy in much the same manner that its impact upon 
psychological theory in general and upon individual therapeutic ap- 
proaches in particular occurred. Inasmuch as the problems of patients 
in groups seemed to parallel closely those met in individual therapy, it 
was logical that group therapists, especially those psychoanalytically 
oriented, would become concerned with problems of transference, re- 
sistance, interpretation, and working through. As psychotherapy in 
586 
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America took on a more dynamic coloration, speculation arose pertain- 
ing to the nature of the relationships not only with the leader but also 
with other patients in the group. It also happened that those interested 
in the client-centered reference frame brought this viewpoint into group 
therapy with consequent modifications. And so it was that gradually 
the view of group therapy as an expedient in mass treatment or as an 
analogue of classroom procedure gave way to more dynamic formula- 
tions. Today the field of group therapy includes workers from many 
different points of view, functioning in a variety of settings, working 
with many kinds of patients, and concerned with a vast range of thera- 
peutic problems. In this chapter we shall be concerned primarily with 
the common problems met by group psychotherapists and with certain 
of their methods. 

Survey of the literature makes it clear that it is more fruitful to speak 
of group psychotherapies than group psychotherapy; for, although this 
approach holds in common the single element of involving a plural 
number of patients in the therapy setting, the methods employed depend 
to a high degree upon the kinds of patients and upon the nature of the 
situation. For this reason we have chosen to discuss group psycho- 
therapy under three headings: (1) therapy with adult neurotic patients; 
(2) therapy with adult hospitalized patients, including the psychotic; 
and (3) group therapy with special objectives. Group approaches with 
children are discussed by Dr. Bijou in the next chapter. 


Therapy with Adult Neurotic Patients 


Most reports of group psychotherapeutic procedures are concerned 
with the adult neurotic patient seen most typically in an outpatient 
clinic setting. Therapy, broadly conceived, with this group depends in 
no small measure upon assumptions which are implicit in the patient's 
coming to the clinic voluntarily. Although he ordinarily manifests 
ambivalences and resistances toward treatment, it is his discomfort 
which motivates him to seek help. It is indeed this anxiety that makes 
him a candidate for group treatment. Regardless of the manner in 
which one may conceptualize the group process, the anxieties of patients 
still serve as a kind of cohesive substratum through which the thera- 
peutic processes develop and work. Thus, when these anxieties are 
accessible, there is ready potential for group formation. It is important 
here to note that in those instances in which the anxieties are inac- 
cessible, the methodological approach in group therapy is quite different. 
Failure to perceive these differences leads to the use of inappropriate 
procedures. The second section of this chapter, dealing with group 
treatment of the psychotic patient, will illustrate this point. 

While theorists in group psychotherapy have much in common, they 
often tend to stress different viewpoints. All would likely agree with 
Frank and Ascher (11) that group psychotherapy provides support, 
stimulation, and redlity testing for the patients. Here the group is 
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viewed as a setting in which patients agree that whatever is said has 
meaning and that they have the freedom to express themselves. The 
support element is expressed in the willingness of patients to reassure 
one another so that the social climate of the group remains one in which 
each can feel safe in saying what he wants to say. This attitude makes 
it relatively comfortable and easy for the patient to ventilate his anxieties 
and hostilities in the presence of others without fear of resentment or 
punishment. Likewise, the confidence of each in participating in this 
manner tends to bring into consciousness many aspects of life which 
might have been repressed. For example, the patient who relates an 
incident that occurred in childhood and over which he felt himself un- 
justly punished may have found the voice to speak after having listened 
to another patient recount a similar event. Not only do we note here 
the element of support, but also an element of stimulation, during 
which those aspects of the patient’s life which were heretofore inac- 
cessible to verbalization become verbalized because of the participation 
by another member. 

The role of the group leader, or therapist, in developing this social 
climate is of great importance. It is clear that his attitude of permissive- 
ness and lack of judgmental function promote openness in the group. 
Support and stimulation as functions of group participation are in large 
measure related to the way the leader is perceived. Often the initial 
orientation of the group can be eased by the leader's interpretation of 
“This is a group where we can indicate how we feel about things—where 
we can say anything we like.” It goes without saying that the leader 
must act in accordance with the precept as well as verbalize it. 

Groups do not fulfill their functions solely in terms of ventilation 
and catharsis. In fact, the next step, that of reality testing, lies at the 
heart of group psychotherapy. If we assume that each neurotic patient 
brings to the situation an inadequate self-image, or a distorted view of 
other persons, or both, then the process of group discussion is one in 
which he continually tests the adequacy of these perceptions and corrects 
them in view of the evidence he obtains during the course of group rela- 
tionships. In large measure, the group forms in order to develop the 
type of personal reality testing situation, nonthreatening in character 
and without external consequences, which gives him materials to correct 
his own misperceptions. In a real sense, this situation, so different from 
others he has known and so artificial in its lack of relation to other 
aspects of life, is a highly compact version of what normally happens in 
the psyche-group relations (5) of the child as he develops his peer re- 
lationships. It is not too much of an overgeneralization to hypothesize 
that those who have been deprived of such psyche-group relationships 
are the ones who feel the need for therapy. This may be one reason 
why group therapy is the effective medium for them. 

Reality testing cannot be viewed either solely or primarily in terms 
of shared verbalizations. From the moment of its inception, the group 
situation involves a network of human relationships, both verbal and 
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nonverbal. Because of the patients’ anxieties, colored with strong inter- 
personal components, these relationships are emotionally charged. It is 
little wonder that after an initial phase of getting acquainted, the group 
then is likely to become concerned with attitudes toward each other. 
These are often acted out in terms of pairing, rivalry, hostility, and 
mutual support. One of the advantages of this approach is that the 
group provides multiple stimuli for each member to work through 
covariantly a number of relationships on the dimensions of love-hate, 
domination-submission, for example, in a situation which more closely 
approximates the real-life situation than does the individual therapy 
relationship. 

The role of the leader in his conception of the function of reality 
testing is held by many to be crucial. If we recognize him as the one 
who promotes a social climate wherein support and stimulation de- 
velop, we can see a diversity of viewpoints in the extent to which he 
functions as a representative of social reality through his presence and 
in his role as clarifier and interpreter. But before we discuss theoretical 
differences on this latter point, it can be pointed out that the group set- 
ting does provide the therapist with many data about each patient and 
group interrelationships. These are suitable for use in interpretation, 
if his viewpoint permits. What the therapist does with these data with 
reference to reality-testing functions relates closely, therefore, to his con- 
ception of the dynamics of group formation. It is here that we see the 
source of divergent views and subsequent variation in methods. 


Interpretation of the Group Process. The search for a theoretical 
foundation to explain group formation led many therapists to Freud’s 
insightful and provocative work on group psychology (13). By accepting 
his theory of the primal horde and attendant relationship between 
siblings and father, many therapists have viewed the therapy situation 
as one bearing symbolic resemblance to this mythical prototype. The 
therapist sees himself as the father-figure and often has associated with 
him a co-leader, although of lesser authority, the female therapist. The 
assumption is that the therapy situation reincarnates the family. The 
therapists re-enact symbolically the parental roles, while sibling rivalries 
for the parental figures become the core of group relationships. Al- 
though this analogue can be recognized metaphorically, its consequences 
in leader reactivity and role is seldom explicit. Of greater significance 
is the fact that interpretation is oriented to encompass the total group. 
Shaskan (28, p. 250) has expressed this view by saying that “because 
individuals have the same relation to the leader, they can relate to 
(identify with) one another and thus form the group. Interpretation 
made to the group presupposes that individuals are considering similar 
material" His technique, derived from that by Schilder (27), provides 
for group interaction whereby interpretation is eased. His patients form 
a circle. He begins the session by asking each for comments. The pa- 
tient is free to say what he thinks, ask any questions he wishes, and 
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address any comment or query to the leader or to another patient. If 
the patient does not choose to respond, the one next to him is asked. 
Any one in the group is free to respond spontaneously to another’s com- 
ment. Sometimes a statement by one member provokes a lively dis- 
cussion, at other times the remarks may prove quite isolated and un- 
related. In any case, when a comment or question is addressed to the 
leaders, they do not respond in this part of the session. Toward the end 
of the interval, the leaders, a male and a female, devote five or ten 
minutes to an interpretative summary. This is exclusively devoted to 
the question of what the group has been doing. Never singling out one 
or more patients, they provide a summary that is entirely group oriented. 
Five or ten minutes are then given over to group discussion of the 
interpretation. A series of reports by Shaskan and his co-workers are 
based upon this approach. They set forth lucidly the psychoanalytic 
derivatives. 

Perhaps the most extreme position relative to interpretation and to 
the therapist’s role is that assumed by those at the Tavistock Clinic in 
London. While more extreme than most approaches in America, the 
approach has been influenced by a thoroughly psychoanalytic orientation 
coupled with a clinical application of Lewinian field theory developed 
by Bion (1, 2) and others? The Tavistock view of group therapy is 
best summarized as follows (9, 34): (1) treat all material as transference 
material, suitable for use in “here and now” interpretations; (2) every- 
thing the patient says or does during the session expresses his need for 
a relationship with the therapist; and (3) distinguish between three 
types of object relationships before making an interpretation, namely: 
(a) object relationship with group and therapist, the desired one; (b) 
a desired relationship which the patients feel they must avoid in external 
reality; and (c) a relationship which the patient feels would be calami- 
tous should he enter the desired, but avoided, object relationship. Of 
greater significance, but in no way independent of this summary, is the 
reliance by the Tavistock students upon what they call “common group 
tension.” This occurs when each patient projects his unconscious 
fantasy objects upon group members and then tries to manipulate them 
accordingly. Each member stays in the role assigned him by another 
only if it happens to coincide with his unconscious fantasy and allows 
him, in turn, to manipulate others in appropriate roles. Otherwise, he 
twists the discussion until the group corresponds to his own fantasy 
group. When this is done by each member, the common denominator 
is designated as common group tension. It arises from each member’s 
dominant unconscious tension (9). The therapist’s function thus is 


1 It is noteworthy that until recently little effective communication has occurred 
between group therapists and those interested in group dynamics per se. But with 
Bion’s work and with more recent efforts by Thelen (35) and Watson (36) to 
apply the former's clinically oriented concepts to the group process, the gap is now 
pir x exception to this difficulty is noted in the studies by Coffey and 
others (6). 
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one of analyzing the role each member takes in dealing with this ten- 
sion. In this way the defense mechanisms of the patient in managing 
his own dominant, unconscious tension are exhibited. Reality testing, 
according to Ezriel (9), begins when it is demonstrated to the patient 
that he has adopted one course of behavior, after having avoided another, 
because he fears the supposedly disastrous consequences of the latter. 
The therapist must locate the common group tension and relate each 
patient’s defensive behavior to it. The therapist at Tavistock does not, 
therefore, eschew individual interpretation as long as it is group relevant 
and tied to the common group tension. Within this frame of reference 
individual interpretation, as some have viewed it, may well be called by 
the Tavistock workers as group interpretation. 


Individual Therapy in Groups. A viewpoint that differs consider- 
ably from those presented above is reflected in a form of group therapy 
called therapy in groups. Here there is no attempt to posit a basic 
process or to relate it to any particular historical view of group forma- 
tion. The aim is to use the conditions that obtain in a group under 
specified types of leadership—the supportive and the stimulative—in 
order to focus attention upon the individual problem as expressed in 
the group setting. Many therapists who function in this manner refer 
loosely to something called “the group process.” What they usually 
mean is the permissive attitude of the therapist which begets an attitude 
of mutual confidence whereby patients become free to discuss their 
own and each other's problems. 

The author and his colleagues (6) have studied a number of therapy 
groups using as the point of departure the theoretical formulations by 
the late Harry Stack Sullivan. We have specifically attempted to view 
he therapy situation as an interpersonal one where the patients' con- 
scious and unconscious social roles are given optimal opportunity to be 
seen in relation to each other. The assumption has been that neurotic 
problems often lie in the disparity between what the patient sees him- 
self doing and what he communicates to others, the latter often having 
the patient's unconscious social roles as its source. Most of our groups 
followed the same pattern of development. This was significantly in- 
uenced by the fact that they were conducted for the same number of 
sessions with the termination date known to all from the beginning. We 
ifferentiated three phases of group development in which the role of 
the patients and the functions of the leader could be distinguished. 
These are described briefly below. 

First, there was the period of defensiveness and resistance. In this 
phase, the patient brought in his neurotic social role; he tended to 
repeat in his approach to therapy the same social role which had proved 
so ineffective in life. The task of the therapist during this initial phase 
was to allow defensive roles to develop, to encourage patients to describe 
their views of themselves and their problems, and to avoid the develop- 
ment of a leader-centered group. 
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The second phase was termed the period of confiding. Here, empha- 
sis was placed upon such data as dreams, fantasies, early memories, and 
parental relations which the patients recounted. This phase was one 
in which anxiety about maintenance of conscious social roles was less 
apparent, and where the patients were freer to deal with unconscious 
material. The leader's function was that of supporting excursions into 
unconscious roles and using data from phase I to support and clarify 
leader or group interpretations. The confiding period is marked by great 
group cohesiveness, and, although neurotic disparities between con- 
scious and unconscious roles are expressed in many different ways, the 
recognition of each other’s problems by group members and the ac- 
ceptance of idiosyncrasies foster the development of a close interpersonal 
bond. During this phase the patients contribute associations and in- 
terpretations related to the content provided by the active members. 
"These interpretations often set the therapist's pace, for they indicate 
readiness for them. 

The third stage is called the integrative-prospective. The group con- 
tinues to produce genetic and symbolic material. The therapist and the 
members of his group take into account additional evidence presented 
by the patients in the group, with the result that interpretations are 
likely now to be more integrative and extensive. Much of the time 
during the last seven of the allotted twenty-four sessions is devoted to 
comprehensive summaries for each member of the group. Particular 
stress is given to the honest and positive relationships which have 
evolved. ‘The amount of change achieved in therapy appears to be 
directly related to the integration of the social role. The question of 
“Who are you?" a modal self-inquiry in phase I, is related to the modal 
question of phase IT, "Why are you this way?" The therapeutic failures 
are those who cannot accept the definition of their roles in phase I, and 
who continue their defensiveness through the later sessions. This usually 
increases their isolation in the group. Answers to the theme question of 
phase III, “Where do you go from here?" depend on the progress made 
earlier. The patient, now aware of his rigid social techniques and inner 
conceptions of “self” and “other” on which they are based, has new 
views of himself and the world which move him toward behavior change. 
He understands the interpersonal techniques by which he handles 
anxiety. He understands the effect of his social role on others. He 
understands better the dilemmas and defenses of others. He has some 
insight into the unconscious self-conceptions which motivate his de- 
fensive behavior. He glimpses the root of his derogatory self-conception 
in the traumata of the past. He becomes aware of the irrational ex- 
pectations he projects upon “significant others,” and the genetic causes 
for his current misperception of other people. He realizes that he has 
changed his role and has dropped his social defenses in the group, and is 
encouraged to do so in life outside the group. 

These three stages are illustrated by the behavior of a group member, 
named Jones. In the first stage, Jones described himself as nurturant, 
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nonaggressive, genial, and friendly. He said he saw the world as a 
friendly place. But even though he described “who he was” in these 
favorable and optimistic terms, he was nonetheless perceived by others 
in the group as dominating, directive, defensive, and hostile. This 
perception was based primarily upon what he did in the group—how he 
challenged others, how he sought to take the reins into his own hands, 
for example. In this phase, the great discrepancy between his own self- 
conception and the way others saw him was laid on the table where 
Jones could see it probably for the first time in his life. It was clear that 
he brought into the group the same social mechanisms which he used in 
the world, where they had proved ineffective and had led to acute 
anxiety. The culture of his world was not organized to permit him to be 
aware of his social mechanisms. It placed him constantly on the 
defensive. 

In the second phase of group development, Jones uneasily entered 
the area of confiding. He was stimulated to do so by the incipient aware- 
ness that the group was responding to something in him that he had 
never seen. For the first time he began to see that his manner of co- 
ercion and dominance in the group did not fit with his self-image of 
virtuous deference and humility. When this disparity became more 
apparent to him, he began to surrender himself a bit to the group in a 
spirit of selfexamination. The group was supportive and sympathetic 
while he told his life story—an orphan-refugee child raised by cold and 
unfriendly aunts who punished and exploited him; his encounter with 
unsympathetic adults, one a rejecting schoolmaster; his need to develop 
a martyr-role, using virtuous superiority and pseudo-humility to coerce 
others. His dreams were of misunderstood figures valiantly facing a hos- 
tile world. The genetic and projective content indicated clues as to why 
he functioned with this unconscious social role. Jones, in relating this 
material, began to perceive that his domination of group members and 
his resistances to the leader and others served to provoke hostility—a 
reaction he had long ago learned to expect. Old frustrations acquired 
a different meaning when viewed in the light of his new understanding. 
Sharing with the group his own parataxic distortions and so doing 
when this process was accompanied by group acceptance was a new 
experience that encouraged insight and behavior change. ys 

In the third phase Jones began to make significant changes in his 
social reactions within the group. Emphasis was placed upon expanding 
these to include people in his daily life. In many of the sessions Jones, 
along with others, reported on his success and failures in dealing with 
persons more realistically. He discovered to his surprise that the pro- 
fessor whom he feared and distrusted was actually in sympathy with his 
progress. He learned that his dormitory enemy suffered from shyness 
similar to his own. He found that his former social techniques had 
been self-defeating and isolating, and that within the group he had 
grown in confidence and acceptance, which served as a training labora- 


tory for other settings. 
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The therapeutic failures include those who cannot accept the defi- 
nitions of their roles as perceived by others from the beginning. Since 
they cannot afford at this time to accept the relevant data which the 
group accumulates concerning them and are willing to share with them, 
they remain defensive and isolated. Sometimes, however, the group 
serves as a type of “socializing” experience which continues to motivate 
them to attend. This may actually serve as a “softening up” of de- 
fenses that need to be managed more slowly than brief group therapy 
can accommodate. 

In many ways this approach has more in common with the Tavistock 
approach than seems likely at first glance. Similarities include: (1) 
There is‘an emphasis upon emotional relationships operating at the 
moment in the group rather than upon the content of the discussion 
per se; (2) the therapist’s interpretations are based upon material pro- 
duced in the group, and no use is made of data derived from other 
sources; (3) the group forms a different “culture” from that of the 
outside world, and whether thought of as a re-enactment of basic familial 
group processes or as a kind of “laboratory” in social relationships, it is 
still a place where the patient can think, feel, and act in a way different 
from that in any other group relationship; and (4) the function of the 
group is to internalize within the patient a new methodology for under- 
standing himself and others. ‘The insight which comes from interpreta- 
tion of transferences and counter-transference is designed to help him 
assess the present methods which he has for coping with the world. In 
the group situation insight is not always gained from a preoccupation 
with the patient’s problem, but he may gain understanding where the 
focus of attention is on another, providing there is an emotional tie with 
the other person and his own problem. On these points Bion (1) has 
contributed to the understanding of the group process by differentiating 
between emotionality and work in the group. He defines the former in 
terms of such modal processes as flight-fight, dependency, and pairing. 
Although less definitive on the later, work is viewed as those aspects of 
the group process wherein the energies of the group are organized to 
work through problems of group tension and transference. He perceives 
groups actively working through states of emotionality from dependency, 
through flight-fight, and the pairing dimensions. 

The usefulness of Bion’s concepts in relation to the therapist’s analy- 
sis of the group process and its implication for interpretation is illustrated 
as follows. A therapy group of eight patients had been holding weekly 
meetings for about three months. The patients were all men ranging in 
age from 22 to 45 and all were service-connected disabled veterans. 
The first five or six sessions were devoted to safe, peripheral, and irrele- 
vant material. As this was an “open” group, some dropped out, while 
others were added during the course of treatment. Each time a change 
in personnel occurred, there was movement away from personal and 
emotionally tinged material. The therapist made interpretations about 
the “flight” from important considerations. But while permissive in 
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attitude, he was unwilling to supply direct support and thereby foster the 
inevitable dependency upon himself. The group began to work when 
the problem of one of them was discussed in detail. At the next meet- 
ing, a new member appeared. He was about 50, an alcoholic, whose 
recent career included sliding down the social scale. He talked more 
than was usual for a new member at his first meeting, and showed ob- 
vious signs of having been drinking. At the next meeting, he was even 
more garrulous. After he had talked for about 20 minutes—recalling 
incidents from what he reconstructed as a glorious past—the hostility 
of the group turned on him. One member vociferously said that he was 
wasting the time of the group, that they did not care about the new 
patient's past exploits, and indicated a resentment at his monopolizing 
the time when the group had many “more important things" to do. 
This vehement spokesman was joined by others. All expressed impa- 
tience with the new member, who hastily retreated, indicating his sub- 
mission to the will of the group. 

The therapist was faced with several problems in this incident. He 
was concerned lest the new member be driven from the group by the 
tide of hostility. He was concerned with the pathology of the group's 
insensitivity and with the possibility that the group might achieve suc- 
cess by the use of hostility as a weapon. He saw that he could not go to 
the réscue of one member because such succor would mean that the 
others would once again have to work through their dependency prob- 
lems with the therapist. He could not side with the group because this 
would only strengthen the group in its “fight emotionality” and which, 
in such a case, would also have to be worked through again. What he 
did do, was first to note the “common group tension." This observation 
was communicated at the end of the meeting by way of interpretation. 


He went on to say: 


We are concerned this evening about Mr. Smith. When he talked 
about himself we developed real hostility toward him. We were wor- 
ried that he might upset our way of working. We have taken a long 
time to get down to “brass tacks,” and now that we feel we are really 
working, we want nothing to disturb it. We realize that Mr. Smith 
was doing what we have been doing for a long time, but have recently 
given up. The reason we felt so vehement in our hostility is that we 
feel we are on shaky ground. We are tempted all the time to go back 
to our ways of "lighting" from the problems we are now working on. 
And because we feel insecure about this, we are more likely to have 
strong feelings about any behavior which would tempt us. But Mr. 
Smith has shown us how far we have moved toward work and away 
from peripheral issues. Our feelings of hostility had as much to do 
with ourselves as they did with Mr. Smith. 


This interpretation was accepted by the group. They joined in by 
recognizing its pertinence to their feelings and responses. Further, it 
set the boundaries sufficiently wide to include the new member, for in 
seeing that he served as a focus for displaced anxieties which now could 
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be recognized and dealt with, he could enter the group as a full-fledged 
member. Mr. Smith did just that. 


Some Specific Issues in Group Therapy with Neurotic Adults. Cer- 
tain persistent questions arise when one discusses group therapy. ‘They 
deal with practical considerations for the most part. Unfortunately 
there are few definitive answers available. There are many opinions. 
Tn this section we shall consider selected questions and issues which the 
group therapist must face in formulating his own approach. 


Tue SELECTION or ParreNrs. The first question is: “Who should be 
in the group?” “How shall the group be composed?” For years this 
question was answered almost solely in terms of diagnostic criteria. 
Careful efforts were made either to compose the groups on the basis 
of diagnostic homogeneity or diagnostic heterogeneity. Powdermaker 
and Frank (23) have concluded, on the basis of their experiences, that, 
other than for the alcoholic, no single attribute, such as age, intelligence, 
education, marital status, or clinical diagnosis, was significant in de- 
termining which patients were most suitable for group therapy or which 
ones should be treated in the same group. It is this writer’s opinion 
that the most important consideration is that differences in educational 
and intellectual levels be not too great. But if there is a wide range in 
educational achievement, then this extreme should not be represented 
by a single patient; it is too easy to isolate such a member. Because 
communication is the life-blood of the group, obvious barriers to com- 
munication in terms of language and cultural differences should be 
avoided. It, too, has been our experience that, except for the extremes, 
clinical criteria within the neurotic classification system have little sig- 
nificance in determining group composition. Powdermaker and Frank 
(23), in working with psychotics, report that the social role, i.e., 
ascendant vs. submissive, talkative vs. silent, hostile vs, congenial, was 
an important factor in selection. Groups appeared to function best 
where a diversity in roles played by the patients in the groups was clearly 
evident. It has been our experience, too, that this is true with neurotic 


2 This illustration indicates the usefulness of Bion’s conceptualizations (2) of 
group processes and his interpretation of group tension. Although Bion has been 
primarily concerned with therapy groups, this writer feels that his separation of 
“work” and “emotionality” as distinct but related processes provides a reasonable 
basis for distinction between therapy and nontherapy groups. Parallel to Bion’s 
dichotomy is the one the writer uses in his discussion of the differences between 
group therapy, social group work, and informal adult education groups (5). The 
writer uses Jennings’ concepts (16) of psyche groups and socio groups, and feels 
that the therapy groups are focused toward the psyche group process (Bion’s “emo- 
tionality”), while discussion and action groups are focused toward the socio group 
process. Thus, the discussion and action groups studied by students of group dy- 
namics (4), where visualized group action goals are characteristic, can be dis- 
tinguished from the therapy setting in which the group provides the kind of 
relationships that permit individual needs and goals eventually to bé perceived and 
realized. The function of leadership, although expressed in different ways, is con- 
cerned with the appropriate balance of these socio group and psyche group forces. 
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patients. We have often relied upon the impression of the intake 
worker rather than upon clinical diagnostic material for the solution 
of this problem. In addition, we have found that ambulatory psychotics 
often function well in a group of neurotic patients. "There seems to be 
a kernel of truth in the folklore which holds, to put it technically, that 
the psychotic patient, able to communicate adequately, can cut through 
the defensive facade of a group. In terms of Bion's concepts the psy- 
chotic is able to deal directly with the problems of emotionality in the 
group. This freedom can add greatly to the therapeutic force within 


the group. 


Size or Group. It is agreed that in group therapy the maximal 
number of patients should be eight. This agreement is documented by 
the fact that relatively isolated therapists, oftentimes quite variant in 
viewpoints, state that five to eight patients is optimal. In the more 
didactic groups, of course, the group often had the appearance of an 
assemblage with 20 or 30 patients present. These groups, however, are 
of interest here chiefly from the historical vantage point. 


Sex or Patrents. The most common group is composed either of 
men or of women. This is in part dictated by the fact that data from 
many groups come from clinical settings, such as the Veterans Adminis- 
tration, where a preponderance of male patients exists. But sometimes 
like-sexed groups are found in hospitals where there is a sex segregation 
policy. These statements do not gainsay the fact that there are many 
groups composed of both men and women. But, even so, like-sexed 
groups are more often found for reasons of practicality as well as for 
factors relating to therapeusis. If one assumes that the group therapy 
situation must be viewed as part of transference phenomena, then, as 
Slavson indicates (31, p. 6), a mixed group may favor the tendency to 
act out. He states that during certain stages in treatment patients de- 
velop libidinal desires directed toward the therapist as a parent sur- 
rogate. These can be displaced or retransferred upon fellow patients 
who resemble “either the natural parent or the newly evolved parental 
image with which the patient invests the therapist. The activation. of 
the libidinal drives and the proximity of an object for its gratification 
in the group favor the tendency to act out.” In addition, since much 
of the material brought out deals with sexuality, mixed groups feel 
greater inhibition in the discussions. This seems to be true for both 
sexes, even though the presence of the male therapist in the female 
group or the female therapist in the male group does not seem to have 
this effect. Powdermaker (22) also implies that the cohesive forces 
which are needed for therapy groups are derived from natural group 
forces operative in late childhood and early adolescence. In group 
therapy she feels there are certain dynamic forces which do not appear 
in individual therapy. She also sees that therapy groups can function 
“at various levels comparable to the different levels of maturity and 
development in the latency period and adolescence.” The author (5) 
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has indicated how the gang of early adolescence is the example par 
excellence of psyche group forces, and how therapy seems to focus upon 
this process. Since the latency period is one where the ties are chiefly 
with the same sex, there would seem to be a compelling logic favoring 
same-sex groups. It goes without saying that exploiting the homosexual 
character of group formation for therapy has nothing to do with the 
problem of homosexuality as a clinical entity. 


Tue Rorr or THE Co-rHERapist. It is not uncommon for groups to 
employ two therapists. This practice is often based upon the assumption 
that patients react more realistically and that Oedipal conflicts are more 
easily activated. Just as frequently the second therapist acts as an ob- 
server and may remain quite passive in the therapeutic role. Often the 
method of employing a co-therapist is used as a training device for the 
second therapist. Some therapists seem unduly concerned about what 
the presence of two workers does to transference relationships. It is our 
belief that this becomes a problem only when the group has to deal with 
tivalries and antagonisms between therapists. It is probably wise, how- 
ever, for one therapist to take a visibly dominant role in leadership, while 
the other functions primarily as an observer. 


Anonymity. There are advantages in having the patients see as 
little of each other outside the group as possible. This is always a 
problem over which there is little control when group therapy is done 
in a residential setting. But with patients who meet once or twice a 
week in an outpatient situation, there is some tendency to form extra- 
session social groups. This tendency, we feel, should be discouraged. 
A defensiveness and a resistance through sociability often develop, which 
tend to shatter the work orientation in sessions. 


OPEN AND Crosep Groups. The issue as to whether members should 
or should not be added during the process of treatment is usually settled 
on the basis of practical considerations. It is our guess that few thera- 
pists would advocate the use of open groups on the grounds of thera- 
peutic advantage over closed groups. "The former exist mainly because 
in many clinics and hospitals this is the only way in which treatment 
can be extended to a number of patients. 

"There can be advantages upon occasion in the open-group approach. 
The entrance of a new member calls for his orientation. Often in adult 
groups the orientation is performed spontaneously by another member. 
The new member indeed often occasions a reworking of rivalries and 
competition in the group, and sometimes helps movement in therapy 
by a consolidation of forces, It is our experience that the new member 
is not universally the focus of aggression and hostility as Slavson (31) 
seems to think. There are, however, the dangers of the therapist being 
overly solicitous and of the group’s trying to draw the member too 
quickly into the group. Further, the withdrawal of a member, while 
it may precipitate a grief reaction in the group, provides it with a situ- 


22] GROUP PSYCHOTHERAPY 599 


ation which can be interpreted and worked through. Thus, problems 
arise with reference to both inclusion and separation. When these 
situations are perceived in their meaningful relationships to group 
processes, there need be little concern about their disruptive effects. Of 
course the closed group has obvious advantages for the therapist by 
virtue of accumulated data and the constancy of the group’s composi- 
tion. But if the open-group policy is required, the therapist can perforce 
turn it to therapeutic advantage. 


Group Psychotherapy with Hospitalized Patients 


It was inevitable that much group psychotherapy would eventually 
be done in hospitals. Not only were its beginnings there, but in many 
ways it early seemed an answer to the need for treatment of patients 
who, because of personnel shortages, would otherwise be denied it. 
Many of the accounts in the literature on this subject, therefore, de- 
scribe experiences with psychotic patients on hospital wards. Even 
though the psychotic patient is vastly different dynamically from the 
neurotic patient, no distinction is made all too often with respect to 
therapeutic goals and techniques. It is our observation that therapists 
often use the same type of leadership technique with all psychotic pa- 
tients that they use with the nonpsychotic. This unfortunate state of 
affairs raises the question as to why techniques with the nonpsychotic 
are usually ineffective with the psychotic. The answer is closely related 
to the basic difference in the two types of disorder. In the former case, 
the anxieties of the patients are accessible. It is these anxieties that 
form the basis for the group cohesion in which emotionality occurs. 
The psychotic patient seldom has the anxiety accessible because the 
psychosis is, in a sense, a solution for it. This does not imply that the 
psychotic does not sometimes feel agitated and unhappy. For the most 
part the agitation and unhappiness are systematized on a level of un- 
reality which is not itself accessible. It is, hence, not conducive to the 
formation of interpersonal relations that are meaningful on the level 
of reality. 

Efforts by therapists to motivate psychotics to form groups in which 
the therapist functions permissively but quite inactively are usually 
doomed to failure. Here, there are no relationships which are in- 
terpretable. Greater directiveness on the part of the therapist in sup- 
plying a core of activity to which the psychotic patient can relate is 
necessary. In some groups it means increasing the degree of socialization 
among patients who are able to respond to each other in superficial ways 
only. The therapist may spend his time with the group in exploring 
relationships between many different patients, but his aim may be to 
produce more social interaction. The aim here is to develop a level of 
social reality in which the patient feels sufficiently comfortable to talk 
about himself and his troubles. Anxieties cannot be dealt with unless 
Social reality is preferred to autistic, unreal comfort. The therapist must 
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help the psychotic patient exchange his autistic comfort for the comfort 
of social reality. This requires an imaginative and sensitive therapist. 

Therapists have used varied devices by which to develop social reality, 
thereby making every effort to increase the patient's socialization. Some 
have played back recordings to the group. These then serve as a basis 
for discussion. In one group the recording apparatus itself induced 
paranoid reactions confirming the patients’ hallucinatory contents. But 
these threats were assuaged when the resourceful therapist allowed each 
patient to examine the apparatus and to learn how to operate it. In 
another therapy project all patients on a given ward were shown movies 
depicting various interpersonal relationships designed for use with a 
mental health educational program. This was presented on Monday. 
The patients were assembled into small discussion groups on subsequent 
days. Sometimes the substance of the movie was reflected in the dis- 
cussions; at other times it was not. Ordinarily, however, the movie 
seemed to serve as a point of stimulation around which social relation- 
Ships could develop. There was noticeable improvement in the course 
of this treatment as evidenced by reduced agitation and other manifesta- 
tions. The problem of personnel in such a program dealing with several 
hundred patients is a very real one. The medical director of the hos- 
pital, in this instance, stated that those interested in doing this type of 
group therapy could do so. This included nurses, attendants, psychiatric 
social workers, clinical psychologists, and psychiatrists. Each group had 
two therapists and the groups themselves numbered from twelve to 
fifteen patients in contrast to the five to eight members present in non- 
psychotic group settings. Patients were permitted to choose any group 
they wished to join. Most felt more comfortable in certain ones, but 
some shifted from one to another before they settled down to the “home 
toom.” In addition to the “therapy groups" there was also a “day room 
group,” which consisted of those who wanted to join no group at all, 
owing to a temporary upset. Staff members met daily in groups and 
talked through the various problems encountered. It is conceivable that 
the next step in this on-going project would be to bring together those 
patients who had become both comfortable and active in their groups, 
then to help them form a group that would go beyond the present 
socialization objective toward more dynamic considerations. 

Another illustration of therapeutic efforts in the development of an 
increased awareness of people and objects comes from the liaison formed 
between group psychotherapy and occupational therapy. In this project 
the patients worked at their “O. T." activities (see Chapter 24) for a 
given interval. Often these patients were considered “hopelessly re- 
gressed.” Their activities consisted of the simplest types of elementary 
manual art, such as painting a board, hammering a nail, and the like. 
After the daily activity period the patients were brought together for 
a short “sharing period” in which they were encouraged to communicate 
to others, including the therapist, what they had just been doing, Al- 
though this meeting lasted only a few minutes, it did serve to stimulate 
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conversation. The technique was indeed like that used by the kinder- 
garten teacher. In fact many of the therapists actually visited kin- 
dergarten rooms in order to observe procedures which might prove 
relevant. 

The therapist working with the psychotic patient must take stock of 
his aspirations and realistically relate them to his patient's status. This 
is well illustrated by the young therapist who became interested in a 
group of old men who had been hospitalized since World War I. Many 
were stabilized psychotics and harmless schizophrenics. But all were 
leading unproductive, isolated lives. A plan for foster home care had 
been operative in the hospital for some time, but few patients in this 
group were eligible. The young therapist organized this group as fol- 
lows. 'The routine consisted of having coffee together, each member of 
the group taking turns in preparing and in cleaning up afterward. Much 
of the time was spent in singing old songs, although they occasionally 
discussed ambivalences about leaving the hospital, certain rivalries be- 
tween the members, and personal experiences. A close bond was formed 
of an almost purely social character. But the change from almost com- 
plete lack of communication to real conversational comfort, from petu- 
lant antagonisms to real ability to assume simple responsibility in 
cooperative effort, was phenomenal. It is not surprising that a sig- 
nificant percentage of these men eventually made successful foster home 
placements and fitted into families emotionally prepared to receive 
them. Perhaps the most amazing thing was that the young therapist 
once said in apology that she didn't think this was really therapy. i 

Some of the same problems which were raised relative to nonpsychotic 
group organization have been raised with respect to the psychotic 
groups. Powdermaker and Frank (23) have shown that, in the selection 
of hospitalized patients for therapy groups, characteristic patterns of 
behavior called "group roles" are most important. They state that their 
most successful group was one in which the group roles were comple- 
mentary. Two types of roles appeared to provide impetus to therapeutic 
movement either directly or catalytically. 


. . . One is the type of patient who expresses his feelings freely, 
intensely, and directly especially in regard to his sexual fantasies and 
aggressive impulses. Such a patient provides a focus for the conflicts 
common to all members. In this capacity he assumes the function of 
a leader and maintains the interests and tensions of all members at a 
level above the minimum required for effective therapeutic intervention 
by the doctor. The other is the patient who is freely verbal and who 
résponds compliantly when the doctor talks to him. Through such a 
patient the doctor may often liquidate the group silences and raise 
issues involving withdrawn patients. Needless to say, the doctor must 
not become dependent upon him and must use him with discretion.’ 


? Reprinted from Florence B. Powdermaker and J. D. Frank, Group psycho- 
therapy, 1953, with permission granted by The Commonwealth Fund and Harvard 


University Press, publishers, 
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The activities of the therapist in working with groups of hospitalized 
patients have been described in detail by Powdermaker and Frank (23). 
Several of their major findings are reported here to illustrate the fact 
that the role of the therapist with the psychotic must be an active one. 
These follow: 

1. Sitting or standing next to a patient, some physical contact, 
helped the patient to speak. 

2. Outside relationship with the patient can help him to enter into 
group relationships. To quote opinions expressed by the pa- 
tient in conversation outside the group can give him a feeling 
of reassurance. In many instances it gives the patient an oppor- 
tunity to expand his views. If they are contrary to those held 
by the group, he may have the confidence to defend them. 

3. The therapist must be consistent in his béhavior and in his 
statements to the group. He is often called upon to demon- 
strate this consistency by accepting trying consequences. He 
must be able to accept both intense hostility and primitive 
sexual feelings directed toward him. 

^. The therapist must not be loathe to reward by offering praise 
and approval to patients who speak, present personal problems, 
make relevant comments on the statements of others, act as 
group leaders, or show some insight into their own problems or 
into the problems of others. 

5. The therapist should feel free to vary his position with ref- 
erence to the group. Sometimes the practice of walking around 
the room from patient to patient permits the therapist to en- 
courage relationships with patients who might otherwise remain 
on the periphery of the group. 

6. Often the therapist may use the words and phraseology of one 
patient when responding to another. Respect for each patient 
is thus demonstrated. Further, making generalizations from 
one patient's remarks to another patient in emphasizing the 
relevance of problems, and stressing the similarity of problems, 
experiences, and emotions of two or more patients is a way of 
establishing a matrix of relationships. It must be done actively 
by the therapist. 

7. Continuity of relationship can be promoted by the therapist 
when he refers questions to another patient or to the group as 
a whole, reviews the events of one meeting at the start of the 
next, and applies general statements to the immediate group 
situation. 


The nature of psychosis and the relatively new use of group psycho- 
therapeutic techniques make the field one that is relatively unexplored. 
There are few studies which indicate promising results, although 
Powdermaker and Frank (23) report clear differences between the 
patients who received such treatment from those who did not. The 
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former exhibited improvement in mental health. Future research is 
needed not only in developing more efficient methods, but also in de- 
vising criteria by which to predict those patients most likely to respond 
favorably to specific types of group psychotherapy. 


Individual and Group Therapy 


It is common practice to have patients participate concurrently in 
both individual and group therapy. No careful studies of the relation- 
ship between the two approaches and their interaction have been made. 
It is usually thought that the group setting stimulates the patient to 
work out in individual therapy some of the problems about which he 
becomes aware in the group. In this instance the group acts as a catalyst. 
Then, too, certain patients can accept individual treatment only after 
they have functioned in the supportive atmosphere of the group. Their 
fears of self-exposure are overcome in a situation where others reveal 
their feelings. Others who have gone far in individual treatment toward 
working through their problems can use the group as a tapering-off, 
controlled, reality-testing experience. It follows that there are no hard 
and fast rules which govern policy and procedure in this area. It is 
essential, however, for the individual and group therapists to be in agree- 
ment relative to the other's functions and to be able to communicate 
readily when significant issues need to be settled. Rivalries between 
therapists can indeed disrupt the patient's progress. 

It is usually maintained that the patient should not have the same 
therapist for both individual and group sessions. There is a tendency 
to drain off material in the one session which might be dealt with in the 
other if the patient is reacting to the same person in both settings. 
Furthermore, individual therapy for one patient in the group by the 
group therapist may engender insuperable rivalries among members of 
the group as well as lead to withdrawal of this patient when in the 


group setting.* 


Group Therapy with Special Objectives 


Oftentimes within the framework of a hospital setting it is advisable 


to organize therapy groups with specific objectives in mind. These have 


as their aims the orientation of the new patient to the hospital, or of 
the patient to life outside once he is ready for discharge. In both in- 


stances the group medium is useful in achieving the objective. 


o this, This writer saw an ambulatory schizophrenic 
patient in both types of session because the man found it difficult, if not impossible, 
at first to participate in any way in the group. He was helped to enter into the 
group's activities by the support provided by individual therapy. This was Mu. 
Over into the group setting in the person of the therapist. Nothing, however, from 
the former approach was ever mentioned in the group situation without prior 


consent by the patient. 


* There can be exceptions t 
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Orientation groups frequently combine material concerning the 
hospital’s regimens with feelings which the patients express relative to 
admission. This approach has the advantage of admitting the patient 
at once into treatment at a time when his motivation for improvement, 
associated with the precipitating crisis that led to admission, is high. 
Even though patients may be in a state of emotional shock or initially 
depressed, it is our experience that such groups help give the patient 
an opportunity to ventilate his immediate feelings toward hospitaliza- 
tion. By working through this problem he is helped to develop a per- 
spective and a treatment attitude which are important aspects in all 
forms of therapeutic approach. The social structure of many hospitals 
is such that the patient and his individuality are often lost. The orien- 
tation group helps him see the hospital for what it is. It helps the 
hospital see him. 

The exit group, designed to orient the patients to life outside the 
hospital, is concerned with goals opposite to those of the orientation 
group. Here the common group tension focuses upon ambivalence in 
leaving the hospital and upon the fear of failure on the outside. Those 
in these groups are often concerned with attitudes toward and by em- 
ployers, relatives, and neighbors. Often the items that the patients feel 
they will have difficulty in facing are reality problems which require 
social skills they need to develop. Upon occasion hospitalization itself 
contributes to the deterioration of such skills once possessed. Significant 
work on this point has been done by workers at St. Elizabeth’s Hospital 
through the use of psychodrama in helping patients develop skills 
preparatory to meeting specific situations outside the hospital. Often 
the spontaneous dramas center upon interviews with potential employ- 
ers during which questions concerning mental illness arise. Behavior 
in the group may actually contribute to the decision as to whether the 
patient is ready to leave. Often it contributes to the resolution of the 
patient's ambivalence. Certainly it establishes a symbolic bridge be- 
tween the "inside" and the "outside." 


Evaluation of Group Psychotherapy 


The evaluation of psychotherapeutic results is difficult. For a long 
time therapists have resisted any type of quantitative evaluation because 
of their convictions that the complexity of the problem defied careful 
analysis of the many variables involved. There has been, instead, a 
wholesale dependence upon impressionistic and subjective accounts. 
These have often led to solipsistic and circular errors in logic. The 
absence of definitive, outside criteria is largely responsible for this. 

Attempts at evaluation have more tecently been made, although 
these have been admittedly crude. The effects of therapy are often 
measured by changes in test scores, with the MMPI and the Rorschach 
often serving to quantify changes in behavior. Follow-up studies have 
also been done, with emphasis placed upon subjective evaluation of 
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“what it was like” and “how they feel now.” Shifts in the kinds of 
verbalization which patients make during the course of group psycho- 
therapy have been studied with the implication that these afford an 
adequate index of therapeutic change. None of these methods is satis- 
factory. Results, accordingly, are often contradictory and, at times, 
the subject of controversy. 

Presently, methods of greater promise are in the developmental 
stage (12). Certainly current discussions in methodology reflect an 
increased awareness of research design as well as a greater sensitivity to 
the therapeutic process. Enhanced interest in group psychotherapy has 
fostered discussion which favors research. The use of recording instru- 
ments and observers overcomes one of the limitations thought to be 
inherent in individual therapy. And without interest in the “goodness” 
or “badness” of specific procedures, many investigators are recognizing 
that the social setting is an excellent place broadly to study the laws of 
behavioral modification. 


Summary 


As a method of treatment, group psychotherapy has developed from 
a stage where it was considered primarily an expedient in treating large 
numbers of patients to a stage where many group psychotherapists see 
the method as having therapeutic advantages in its own right. As 
methods of treatment have developed, increased interest and specula- 
tion have focused upon the group process. Group therapists agree that 
the permissive social climate of the group in providing support and 
stimulation for the patient is a necessary characteristic of group forma- 
tion, although it may be achieved in a variety of ways. Real differences 
in techniques tend to center around the problems of reality testing and 
interpretation. , 

Contributions from the Tavistock Clinic in London relative to meth- 
ods of interpreting group tension will probably make the greatest impact 
upon group psychotherapeutic techniques, once these views are dissem- 
inated in this country. Especially is this likely to be true, since the work 
seems to have drawn heavily from the theories of group dynamics as 
formulated by the late Kurt Lewin. à 

It is increasingly recognized that the function of the group psycho- 
therapist in working with groups of psychotic patients involves a more 
active and directive role on his part. The collaboration of the group 
therapist with other therapeutic activities seems also to indicate promis- 
ing leads. Perhaps what is most needed in the use of group psycho- 
therapy with the hospitalized patient is an increasing freedom on the 
part of the therapist to try out unconventional techniques rather than 
following set patterns, many of which have been inappropriately applied 
from methods of working with groups of nonpsychotic patients. ; 

"The increased interest and research in the field of group dynamics 
Should pave the way for future clinical study with groups and help 


606 AN INTRODUCTION TO CLINICAL PSYCHOLOGY [22 


emancipate the field of group psychotherapy from some of the doctri- 
naire assumptions about the nature of group formation which have only 
tended to make therapeutic techniques more rigid. Already there are 
important empirical studies done under careful observational methods 
which have contributed to the solution of some practical issues. Group 
psychotherapists, in this connection, have been more willing than indi- 
vidual therapists to record their sessions by mechanical and observational 
methods. This attitude toward the collection of data concerning the 
therapeutic process and the willingness to explore methodology is one 
which augurs well for future development in the field. 
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Chapter 23 


THERAPEUTIC TECHNIQUES WITH CHILDREN 
By Swwney W. Bijou, Px.D. 


dies psychological treatment of children, broadly conceived, consists 
of a wide variety of methods and procedures. Some of these have been 
patterned after techniques developed for work with maladjusted and 
disturbed adults, while others have evolved directly from experiences 
with children displaying deviant behavior. Perspective for the present 
survey will be sharpened if, at the outset, we briefly review the major 
types of programs currently in use. Rather than to classify the methods 
on the basis of origins, we shall group them according to the stimulating 
conditions modified to reduce or eliminate the problem. In other 
words, what alterations can be made to effect the desired change in the 
child's behavior? "The three groups will now be sequentially described. 

First, the living conditions of the child may be modified. This type 
of treatment can involve: (1) modification of the physical and social 
situation by foster home placement, admission to a residential school, 
or institutionalization; (2) modification of the parents’ behavior by 
any one of a number of methods, such as the giving of advice, using 
persuasion, counseling, case work, attitude therapy, or psychotherapy. 
Second, the child may be given treatment by an adult outside the family 
Situation. Programs of this type can entail one or more of the following: 
(1) dealing with the child's problem by an authoritarian figure who 
commands, advises, suggests, persuades, and the like; (2) dealing with 
the specific problem by pedagogical procedures, by imparting informa- 
tion or new skills, as, for example, sex education, or remedial instruction 
in basic academic subjects; (3) dealing with the difficulty by providing 
a situation facilitating positive personality changes, where, in goal, such 
programs range from emotional release to extensive reorganization of 
personality. Third, the child and one or both parents are treated con- 
currently. In this way a change in living conditions accompanies the 
former's progress in personality growth. The usual practice is to work 
with the parents through counseling, case work, or psychotherapy toward 


1 The nature and scope of the problems that children bring into the clinic have 
been described in Chapter 8. This section extends the application of the clinical 
approach into the diagnostic and therapeutic functions. Because these are viewed 
as two aspects of clinical evaluative studies, they are both discussed here. 
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one or both of the following objectives: (1) to improve the mental 
health of the parents, and (2) to improve the parent-child relationship 
during and following treatment: 

This chapter is concerned with the clinical techniques used in imple- 
menting the third program mentioned above. Often the therapies that 
comprise this group are designated as play. Sometimes they are desig- 
nated as play techniques. Such labels can give erroneous connotations. 
Play per se is not a therapeutic agent, nor is it a technique in the sense 
that it can be contrasted with other psychotherapeutic methods for 
children. Play is the child’s natural means of communication and 
expression, hence it must be an indispensable type of activity in all child 
treatment approaches. Play activity, however, varies in the emphasis 
given it depending upon how it is introduced, controlled, and used, as 
well as upon the age of the child, the type of behavior problem, and the 
theoretical orientation of the therapist. 

Clinical methods with reference to child treatment will be considered 
in two parts. The first section will be concerned with child therapy; 
the second will discuss child diagnosis. In exploring the various thera- 
peutic approaches we shall briefly trace the pioneer efforts, point out and 
discuss some of the differences in the therapeutic conditions for child 
and for adult treatment, describe the processes involved in the more 
often used individual and group therapeutic procedures, bring together 
some of the common aspects and problems of treatment, and finally, 
evaluate research in this field. In the second section we shall point out 
the relationship between child therapy and child diagnosis, examine the 
factors determining the selection of diagnostic procedures, review the 
kinds of materials and activities employed, and conclude with an ap- 
praisal of current research on diagnostic methods. 


Historical Background 


The study and treatment of maladjustment in children is a relatively 
recent development compared to the attention given maladjusted adults. 
Contributions to child treatment have come from psychoanalysis, psy- 
chiatry, pediatrics, education, psychometrics, experimental psychology, 
genetic psychology, and social work, among others. All have increased 
our knowledge of the child as a biosocial individual, as a learner, and as 
a human being having definite stages of development. The greatest 
contribution to the etiology and treatment of problem behavior, how- 
ever, has come from those directly concerned with psychopathology. 
Outstanding is the work by Freud and his students. 

It is well known that one of Freud’s major concerns was the develop- 
ment of a psychotherapy for adults having neurotic symptoms. In his 
investigations he came to the conclusion that the problems of the 
neurotic adult dated back to sexual conflicts in early childhood. From 
this he inferred that young children have an active sexual life and vivid 
fantasies, In 1906 he presented a case entitled “Analysis of a phobia in 
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a five-year-old child"—the well known case of Little Hans—to support 
his contentions (21). Freud did not conduct the analysis, for it was 
carried out by the boy’s father, himself an analyst. Although the sig- 
nificance of some of the findings might be questioned, nevertheless this 
report did represent the first application of psychoanalysis to the prob- 
lems of children and hence stimulated an active interest in child analysis. 
As Mahler (39) points out, the group then best prepared to explore 
this area was not the analysts but the psychoanalytically oriented edu- 
cators who were more accustomed to dealing with children. And so it 
was that Hermine Hug-Hellmuth (25) began to treat maladjusted chil- 
dren from a psychoanalytic viewpoint. In a case report in 1913 she 
described play as a basic part of her procedures with children under seven 
years of age and as an aid to communication beyond that age. Her 
procedures combined psychoanalytic doctrine and educational methods. 

About ten years later Anna Freud and Melanie Klein reported their 
observations and theoretical discussions of the therapeutic process with 
children. Although both adhered to general psychoanalytic theory, each 
formulated treatment procedures which differed in many significant 
respects. This divergence resulted from theoretical differences con- 
cerning the nature of the early stages of personality development. Anna 
Freud (18) maintained that the classical technique of adult analysis 
required modification for use with children because, first, the child is 
incapable of developing a transference neurosis and, second, his infantile 
ego-ideal is relatively weak. In her treatment procedures she therefore 
devotes considerable time and effort to establishing a close relationship 
prior to assessing the child's intimate thought processes. During anal- 
ysis proper she applies a variety of techniques to approach unconscious 
material and is generally cautious about interpreting play activities. In 
addition, she introduced educational measures to assist the child in 
redirecting released impulses. A more detailed account of her approach 
will later be described. 

Melanie Klein ( 30), on the other hand, held that a transference 
neurosis does arise in child analysis provided a method equivalent to 
adult analysis is used. She contended, furthermore, that in the child 
the superego is overly severe (rather than relatively weak) and that 
traditional analytic techniques strengthen rather than weaken the in- 
fantile ego. In her method of treatment analytic interpretation begins 
at once so as to relieve unconscious anxiety and to bring the child rapidly 
into a treatment relationship. For her, free play is equivalent to free 
association in the adult, hence behind every playful action is a symbolic 
meaning. Educational measures are not used, for she believes that the 
redirection of anxiety and guilt (the Strong superego) through analysis 
would remove all symptoms adequately. 

As one might suspect, the differences between these two European 
analysts has touched off a controversy that still continues. Much has 
been written by the proponents of each “school” regarding the trans- 
ference neurosis issue, the symbolic character o£ play activities, the role 
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of educational procedures in treatment, and the ages and types of chil- 
dren who profit most by this kind of therapeutic experience. 

These pioneer efforts greatly influenced the thinking of psychiatrists, 
psychologists, and social workers in the United States. Another sig- 
nificant force was the development of child guidance programs in this 
country. Soon after the founding of the first psychological clinic for 
children by Witmer in 1896, others were founded with practices based 
on an integration of psychoanalytic and psychobiological principles as 
exemplified by Freud and Meyer. By 1921 a relatively large number of 
clinics, most of them attached to mental hospitals, schools, courts, 
colleges, and social agencies, were adopting a comprehensive case 
approach and the professional team concept. With the further develop- 
ment of these clinics, largely through the efforts of the National Com- 
mittee for Mental Hygiene and The Commonwealth Fund, came 
definite advances in the techniques of child therapy. Outstanding 
among the contributors were Allen (1), Kanner (29), Levy (33), Lowery 
(36), Pearson (46), Rogers (47), Rogerson (50), and Taft (62). 
Characteristically, the trend has been toward developing methods that 
are not only less intense than those used by Anna Freud and Melanie 
Klein but also include supplementary programs for parents and pro- 
visions for manipulation of the child’s living conditions. 

Historically, Anna Freud initially attempted to apply the techniques 
developed for the neurotic adult to the child. It soon became apparent 
to her that the child treatment situation differed from that of the adult 
in many significant details and that the techniques applicable to adults 
would have to be modified (18). Many other therapists have more 
recently concurred with her impressions. The following point-for-point 
comparison will depict the two situations and will set forth, in a broad 
sense, the factors shaping the practices of the various therapies. 


Motivation for Therapy. The neurotic adult typically comes to treat- 
ment recognizing that he has a personal problem. Prolonged but un- 
availing efforts at self-solution have led him to seek professional help. In 
many instances he needs and uses the support of others to reach this 
state of readiness, but the ultimate responsibility for seeking help is his. 
The child, on the other hand, seldom recognizes the existence of a 
problem. He, accordingly, rarely if ever initiates referral. He comes 
because someone, usually the parent, has decided that help is needed. 
Not only does he lack motivation “to work on his problem, but it is 
also possible that he comes with an intense fear that the therapist plans 
“to work on him” against his wishes. Some therapists handle this 
difficulty by using the initial sessions to prepare the child for treatment. 
They consider him “ready” when he accepts the idea that he has a prob- 
lem causing him unhappiness and that the therapist can help him deal 
with it (18, 46). Other therapists believe that treatment begins on the 
first contact regardless of the presence or absence of insight (1, 2). 
These differences are discussed later in greater detail. 
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Capacity to Verbalize. In psychoanalytic therapy with the adult neu- 
totic, free association plays the central role. It is through this process 
that the adult identifies, formulates, and communicates his reactions to 
the therapist. He must be able to comprehend and discuss the interpre- 
tations offered, to make new differentiations and generalizations in his 
thinking (14). In contrast, the child finds it difficult to engage in free 
association and to use it effectively. He lacks the required language 
skills and has not had sufficient practice in symbolic problem solving. 
Most of his thoughts and feelings are still expressed through gross ac- 
tivities. Furthermore, the lines of the different activity levels—fantasy, 
thinking, and acting—overlap considerably, making differentiations more 
difficult. 


Dependency Relationships. In the adult situation the patient often 
lives on his own. At least he is no longer directly subjected to a protec- 
tive and controlling social environment. Continuation and termination 
of treatment are in his hands. Although he will need help from others 
during therapy, he attempts to accept this on a peer basis. To a certain 
extent he can pick and choose supporting and satisfying social situations 
in accordance with his needs and readiness states. While the child is in 
therapy, by contrast, he is usually living in the protective surroundings 
provided by his family. Some or all of the relationships responsible for 
his problem are still at hand. He remains dependent on his parents and 
his continuation in therapy rests with them and the therapist rather 
than with him. These dependency differences carry with them implica- 
tions that require careful consideration when working with the child 
and his parents. Work with parents is essential if for no other reasons 
than to assure continuation of the child’s treatment and to minimize 
the influences that may be contradictory to the goals in his therapy. 


Strength of Therapeutic Relationship. Whether the maximum 
strength of the therapeutic relationship is different for the adult and 
the child hinges, to a certain extent, on the psychoanalytic concept of 
transference. Anna Freud (19, p. 18) defines the term thus: “By trans- 
ference we mean all those impulses experienced by the patient in his 
relation with the analyst which are not newly created by the objective 
analytic situation but have their source in early—indeed, the very 
carliest—object-relations and are now merely revived under the influence 
of the repetition-compulsion.” Some analysts claim that a true trans- 
ference neurosis can be attained both in the adult and child; others 
maintain that this is possible only with the adult. Fraiberg (17, p. 305) 
sums her argument of the latter position thus: “Although we utilize 
interpretation of transference in our therapeutic work and assist the 
child in understanding the unreal nature of his feelings toward the 
therapist, I cannot say from my own experience that I can credit the 
analysis of transference reactions with being the powerful agent of 
therapy in work with children that it is with adults.” 
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Physical Setting. Obviously the setting in which therapy takes place 
differs for the adult and child. For the adult the therapist provides an 
atmosphere that will promote quiet relaxation and facilitate the inter- 
view. The child requires a special playroom with appropriate equipment. 


Approaches to Child Therapy 


Examination of certain of the specific therapeutic procedures is now 
in order. We shall note how therapists handle the differences discussed 
above and shall consider the reasons offered for these practices. In 
general it will be apparent that the techniques and the theoretical justi- 
fications are related to the therapist’s conception of child behavior, 
personality development, psychopathology, and psychotherapy. 


Child Analysis. This application of psychoanalysis to the problems 
of children merits first consideration simply because of the marked 
impact it has had on child treatment methods. In terms of the limited 
number of children so treated, child analysis deserves no such distinc- 
tion. The great majority of children undergoing treatment are handled 
by the briefer psychotherapies or by typical child guidance methods 
considered later. 

The aim of child analysis is that of all therapies—to restore the child 
to normal mental functioning. To accomplish this, therapy is planned 
to (1) investigate the child's unconscious processes and fixed defense 
mechanisms, (2) communicate to the child the interpretations derived 
from this investigation, and (3) rework the follow-up reactions resulting 
from the treatment (46). In this intensive treatment program the child 
is ordinarily seen five times a weck, although under special circumstances 
he may be seen less often. The procedure involves two phases: rapport 
building and treatment proper. In the early period the child is gradually 
introduced to therapy. He is helped to understand the nature of his 
problem. It is during this interval that the child has the opportunity to 
develop a liking and a respect for the therapist who eases this process by 
making himself useful to the child, helping him against illness or outside 
opposing forces, playing the games he likes, protecting his health, and 
so on. Treatment begins when transference has been established. ‘The 
child plays with toys (imaginative play) and expresses himself by draw- 
ing, painting, clay modeling. He is encouraged to tell the therapist 
everything, i.e., to give accounts of his dreams and daydreams, of his 
emotional reactions to situations in and outside of the therapy sessions. 
Free association is used only with children at the prepuberty or puberty 


‘stages and older. The significance of the material obtained is inter- 


preted. Reactions to the interpretations are systematically reinterpreted. 
Educational procedures are inaugurated to strengthen the child’s weak 
superego function, for it is not as yet detached from the outside objects 
upon which it was formed. If this psychoanalytic educational approach 
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does not accompany the therapy, the child may become difficult to 
manage once freed from the restraint of his repressions. 

As to the desirability of working with parents, the attitude seems 
generally to be: (1) Treatment can be conducted with or without a 
working relationship with the parents; and (2) the more insight the 
child has into his problem, the less the need for cooperation from the 
parents. In practice, at one extreme there are analysts who desire no 
contact with the parent, not even for information pertaining to the 
child’s history or for outstanding changes in behavior resulting from the 
therapy. At the other extreme are those who believe that a successful 
analysis is possible only when the parent accepts either analytic educa- 
tion or personal therapy. The middle-of-the-road group want and seck 
a cooperative working relationship with the parents. Their assistance is 
utilized to ensure continuation of the analysis, to assure the child of an 
outside source of support during therapy, and to provide needed infor- 
mation. 

In terms of developmental stages, child analysis is regarded appro- 
priate for children who have problems during the training period, the 
Oedipal conflict period, and the latency period. This would include 
children from about ages three to eleven. Obviously child analysis is a 
deep therapeutic process, and it is generally agreed therefore that it 
should be reserved for those suffering from severe forms of maladjust- 
ments. Pearson (46) believes that child analysis is most effective for 
children suffering from severe transference neuroses—anxiety states, 
conversion hysteria, and uncomplicated anxiety hysteria. He also main- 
tains that it is the only therapeutic method for dealing with the narcissis- 
tic neuroses and the childhood psychoses. In such cases, it is necessary 
to modify the usual child analytical procedures to reach and deal with the 
unconscious processes. 


Briefer Analytic Child Therapies. The significance of Sigmund 
Freud’s work to the field of child therapy is appreciated when we con- 
sider the number of therapists and the variety of briefer methods that 
have been influenced by analytical principles. We shall now note how 
mee procedures are applied to the individual child and to groups of 
children. 


INDIVIDUAL Approacues. Frequently the individual approaches are 
subdivided into the free and the controlled methods. Newell (45, pp- 
245-246) maintains that the main difference between these lies in the 
activities of the therapist. In the former method, the child is given free 
rein in selecting what materials he wants to use and what form the play 
takes. The therapist’s activities are kept at a minimum. He merely 
encourages activity, convinces the child of his interest, and gives his 
undivided attention. In the controlled method the therapist chooses 
not only the material that will be used, but he also describes a situation 
to the child, encouraging reactions to it. This section deals only with 
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the free approach. The section (see page 616) on expressive therapies 
will describe the controlled techniques. 

The goal of the (free) analytic child therapies is to help the child 
gain or regain normal mental functioning by strengthening, in theory, 
his ego defenses against “his instinctual impulses” (46). Typically, 
therapy is conducted in a room equipped with running water, a sand 
box, and toys (dolls, household equipment, soldiers, guns, and cars, for 
example). During the first contact with the child the analyst structures 
the situation. Rogerson (50, p. 22) describes it somewhat as follows: 
The child is shown the toys, the sand, and other objects. He is told 
that this is the room to which he can come once a week or more. It is 
explained that he can make as much noise as he likes, say and do what 
he likes—in fact, do anything except break the windows or lights. It is 
also explained to him that other youngsters come to the room at other 
times and that sometimes when they are nervous, angry, or afraid, they 
tell the doctor about it and then feel better. During the first meeting 
the analyst gives the child complete reassurance and his undivided atten- 
tion. His genuine interest is shown in everything the child does and 
says. Ample time is allowed for the youngster to explore, examine, and 
test the situation. “When he feels and accepts the security offered, he 
is free and able to bid for understanding. In short, he shows that a 
positive relationship ? has been established.” The therapist may now 
begin cautiously to make interpretations. This caution is wise, for, as 
Newell (45) states, interpretations made too early either have no effect 
or arouse anxieties and resistances. With repeated visits the child ex- 
presses more and more of his feelings and fantasies. He gradually 
develops insight. Little by little he acquires an awareness of his real 
self and his life situation. As these changes occur, new anxieties are 
aroused which the therapist helps him handle. These therapeutic ex- 
periences not only produce insights but also are educational in the 
analytical sense. , 

Virtually all analysts using the briefer approaches believe that pa- 
rental cooperation contributes to the success of the outcome. In general, 
the more insight the child has regarding his problem, or the older the 
child, the less the need for parental assistance. The manner in which 
a parent cooperates depends on his or her mental health and the family 
situation. Some parents need analytical treatment; others may require 


ship is referred to by some writers in this group 
transference (63), or rapport (45). Regardless of 
the designation for this characteristic and without reference to nuances in meanings, 
the analytically oriented stress the importance of the therapist-child relationship in 


the treatment of children in the early and middle childhood stages of development. 
It is generally maintained that this approach is suitable for such children who have 
neurotic traits of long standing. It, too, is stated that psychoanalytic therapy is 
fitting for youngsters who lack sufficient control (the extremely aggressive, for 


example), and for those whose problems, regardless of the specific form of the mal- 
adjustment, are due to disturbed family relations. 


2 The analyst-child relation 
variously as relationship (50), 
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only educative and supportive therapy. And still others may be treated 
only in reference to the parent-child situation. Although it is often dif- 
ficult to do, it is possible for the same analyst to work with both child 
and parent; preferably, each should have a different analyst. 


Group Approacues. The group approach is widely used and is 
rapidly gaining more adherents. Most of the techniques have been 
patterned after the studies by Slavson and his colleagues (56, 57, 58). 
His programs, in turn, are clear examples of the application of psycho- 
analysis to group treatment. During the past thirty-five years these 
therapists have conducted intensive service and research programs for 
groups of children and adults. Four types of groups are used for chil- 
dren: (1) play group psychotherapy with preschool children; (2) activ- 
ity-interview psychotherapy with children in the so-called latency period 
(situational therapy); (3) analytic group psychotherapy with girls in 
puberty; and (4) analytic group psychotherapy with adolescent girls. 
Each group is run according to the developmental needs of its members. 
A comprehensive clinical study is made of each child to determine 
whether treatment is to be individual, group, or a combination of both. 
Since selection for group participation involves more than a considera- 
tion of the clinical diagnosis, carefully conceived criteria for evaluation 
have been established. The role of the therapist is in many ways similar 
to that of the therapist in an individual treatment situation. It is 
therefore based upon transference, catharsis, and insight regardless of 
the modifications brought about through the multiple relations within 
the group. Effective practice will of course depend upon the perspicac- 
ity, skill, tact, and insights of the therapist (58). Behavior change 
consequent to group therapy is accordingly brought about by the same 
analytical factors that operate in individual therapy. The elements of 
reality testing and sublimation, however, are added features in group 
therapy. 

Although many individual factors, clinical and nonclinical, are con- 
sidered in the selection of cases, in general, children of “at least minimal 
intelligence" with problems centering around interpersonal relationships 
profit most. “In cases where the secondary outcomes such as feelings 
of inadequacy, sibling tivalry, and social maladjustments are the pre- 
senting problems, the earlier difficulties with parents can be allayed by 
exclusive group treatment” (58, p. 233). 


Expressive Therapies. These, variously described as release therapy, 
active play therapy, or controlled play therapy, constitute the second 
category of the briefer analytic child therapies with which the names 
of D. M. Levy (33), Solomon (60), and Conn (10), as well as others, 
have been associated. From the child’s view these may be described as 
"expressive"; from the therapists, as “controlled.” All provide a situa- 
tion conducive to the expression of blocked emotions. The cardinal 
principle, according to Levy, involves exploiting the child's own method 
of treating himself. The child uses imaginative play as one method of 
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releasing tensions created by anxiety. If his behavior is adequate in the 
anxiety-inducing situation, no tensions remain; if not, symptoms, in 
proportion to the severity of the disturbance, are formed. 

The child can experience emotional release in three ways: (1) through 
nonthematic activities, ie. acting aggressively toward the therapist, 
indulging himself in an infantile manner; (2) through dramatic play in 
standardized situations, with dolls and toys depicting sibling rivalry, 
parent-child relationships, and the like; and (3) through specific play 
situations resembling an experience in his history. Sometimes a doll 
representing the therapist is added to these standard constellations, thus 
allowing additional freedom of expression (60). 

Expression does not automatically bring "cure." The crucial factor 
is the relationship. Under conditions of a positive transference, al- 
though technically not a transference neurosis, expression of feelings 
can be treated by the therapist to promote desensitization. Interpreta- 
tion is kept at a minimum or not used at all. Levy claims that children 
between the ages of two and five can be relieved of their difficulties 
without knowing why they came to the psychologist and without under- 
standing the significance of the therapeutic relationship. In such in- 
stances many terminate treatment with a strong positive feeling toward 
the therapist. 

Criteria suggested (33) for the selection of cases for this type of 
therapy are: (1) The child should be under ten years of age; (2) there 
should be a definite reaction pattern precipitated by a specific event, 
e.g., a frightening experience, birth of a sibling, death of a parent, or 
some similar episode; (3) the problem should not be of long standing; 
(4) the traumatic experience should be in the past, that is, not con- 
tinuing at the time of referral; and (5) the child should be from a 
relatively normal family situation. Under these conditions little col- 
lateral work with the parents is ordinarily done. The mother's role is 
mainly that of informant relative to the child's history, development, 
past and current family situation, and progress outside the therapeutic 
sessions. Expressive therapy, of course, can be combined profitably 
under these circumstances with other therapies. It may upon occasion 
precede free analytic therapy or it may be integrated with child analysis, 
although this latter point is debated by some (46). de 

There are many child group therapies based on the principles de- 
Scribed in the individual expressive approach. Included are puppetry, 
psychodrama, role playing, and music therapy. Puppetry will serve here 
as an example. Bender and Woltmann (7) have explored this medium, 
using a variety of approaches and refining the therapeutic process by 
means of carefully prepared psychologically meaningful and often re- 
vised dramatic scripts. Before the puppet show starts, those in the 
audience are told they are expected to participate by telling the puppets 
what to do and how to do it whenever they can be of help. The puppets, 
especially the “hero,” in turn ask questions and call for advice from the 
audience, either in connection with the play or in asides. The puppets 
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always portray types of people with whom the child has an affective 
bond. Thus he finds it easy to identify himself with the puppet char- 
acters and their actions. It is clear that these shows can serve to elicit 
emotional release. Woltmann (65, p. 637) maintains, that, in addition, 
“the real value lies in the follow-up discussions. The material clicited 
during group discussions also provides good starting points for follow-up 
individual therapy.” 


Relationship Child Therapy. Rank’s conception of dynamic psycho- 
therapy supplies the theoretical basis for this approach. Rank contended 
that psychoanalysis, by interpretation and reinterpretation of conscious 
and unconscious reactions in terms of historical events, unnecessarily 
prolonged the treatment process. He argued that if this material were 
interpreted as reactions to the therapist, among other things, treatment 
time could be reduced to a few months. Taft (62) also demonstrated 
the feasibility of this approach in her clinical work with both adults 
and children. Allen (1) modified some of the principles and concen- 
trated his efforts on refining and elaborating the techniques for children, 
He rightly asserts that the term “telationship therapy” is misleading 
inasmuch as all psychotherapies involve and depend upon a therapeutic 
relationship. The point at issue is the significance of the relationship 
in different reference frames. In child analysis the aim of the relation- 
ship is to obtain the historical background of the problem, to make 
unconscious processes conscious, and to recreate the past, thereby re- 
leasing anxiety associated with earlier experiences. In contrast, Allen 
views the relationship as an immediate experience. At any rate, as Allen 
(1, p. 7) has indicated, “children with personality and behavior diffi- 
culties can be helped to help themselves." This is the guiding principle. 
The immediate goal of relationship therapy, therefore, is to provide a 
situation which will allow the self-helping process to run its course. 
Therapy begins immediately. The therapist, by words and actions, 
shows the child that he is aware of his feelings and that they are accepted 
as such. The child can engage in any and all kinds of conversation or 
activities whenever he feels free and ready. He is, however, expected 
to adhere to limitations of time, and to the rules against destroying 
property and injuring the therapist. As the child expresses his feelings, 
the therapist provides interpretations relative to the treatment relation- 
ship. This is also what happens when the child makes references to 
past experiences and contemporary outside relationships. Such interac- 
tions give direction and meaning to the changes that transpire; they help 
the child re-evaluate himself. Changes occur when the child has ex- 
perienced a new definition of himself in the presence of an accepting 
person. 

The basic assumption in this viewpoint is that all individuals have 
capacities that can be used to achieve a better adjustment. All can 
learn and grow. The therapeutic situation is created to stimulate the 
emotional growth that has been blocked in the life experiences of the 
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child. The child places himself in a position to be changed; the thera- 
pist helps him. The principles underlying change are the same as those 
pertaining to changes resulting from real-life participation. Growth 
takes place when the “child begins to discover the reality of his own 
strength. Now the child is able to make this experience his own, and to 
use it for his self-differentiation” (1, p. 80). When these new forms of 
behavior are sufficiently strong, they transfer to “outside” behavior. The 
adherents of this approach believe it is particularly effective in those 
instances in which environmental manipulation has not been successful 
and with those problems that seem to stem from inner tensions reflect- 
ing difficulties in interpersonal relationships. This approach is also used 
by therapists as a treatment procedure for children with severe personality 
disturbances. 

The principles of relationship therapy can be applied in the group 
setting. Groups formed on the basis of developmental stage are used 
either as an independent treatment program or as an adjunct to indi- 
vidual therapy. For younger children the group is conducted in a free 
play atmosphere; for older children the procedures are similar to those 
designated by Slavson as activity group therapy. While the children 
are attending group sessions their mothers are also seen in an individual 
or a group relationship. 


Play Therapy. Axline (5, p. 62) describes this as a “play experience 
that is therapeutic because it provides a secure relationship between the 
child and the adult so that the child has the freedom and room to state 
to himself in his own terms exactly how he is at that moment in his 
own way and in his own time.” It is apparent that this approach 
emanated from the teachings of Carl Rogers and his associates (48, 49). 
The more remote influences derive from the writings by Freud and 
Rank. From the former have come the concept of determinism, the 
therapeutic significance of permissiveness and catharsis, and the concept 
of play as a form of communication and expression. From the Rankian 
school came the notion that reactions observed in therapy are expressions 
of momentary feelings, that the feelings expressed are more important 
than the revealed content, that the usual authoritative role of the thera- 
pist can be successfully de-emphasized, and that free play activities have 
significant therapeutic value. A! 

Treatment, as in relationship child therapy, begins in the first play 
session. The therapist at once attempts to establish a relationship in 
which the child feels accepted regardless of what he says or does. Al- 
though the child is made to feel that he can do as he wishes in the 
playroom, limits are set “to anchor the therapy to the world of reality 
and to make the child aware of his responsibility in the relationship 
(2). No attempt is made to educate the child or to interpret the mean: 
ing of his reactions, historical or contemporary, 1n terms of any theory o 
personality. "The task of the therapist consists of recognizing and accept- 


ing the feelings expressed or reflecting them in such way that the child 
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can use them to his advantage. The basic assumption of play therapy 
is the same as that for nondirective psychotherapy; namely, “that the 
individual has within himself, not only ability to solve his problems 
satisfactorily but also that this growth impulse makes mature behavior 
more satisfying than immature behavior” (2, p. 15). In an atmosphere 
of acceptance and permissiveness fears are neutralized, defensive be- 
havior is lessened, and relaxation ensues. The child is freed to learn 
new controls, abandon unwholesome modes of behavior, and explore 
new ways of feeling and behaving. Throughout, the therapeutic rela- 
tionship plays the crucial role. 

It is not essential, according to Axline, to work with the parents when 
this approach is used with their children. Such an arrangement may, 
however, help shorten the treatment period, particularly in the cases of 
handicapped children. Even if it is difficult or impossible to gain pa- 
rental cooperation, the child’s treatment can proceed with the expecta- 
tion of a favorable outcome. With or without their participation, it 
is not unreasonable to anticipate changes in the parents consequent to 
behavior changes in the child. 

Play therapy has been applied in group settings (2, 11, 12, 16, 41). 
Group therapy is considered suitable for children whose difficulties center 
around social maladjustment; individual treatment is more effective for 
those with deep-seated emotional problems. Since it is not always 
possible to determine the basis and severity of the problem at the outset, 
the treatment program may be a combination of both approaches, In 
addition to their use with children having personal and emotional 
problems, these techniques have been used with maladjusted children 
whose problems are complicated by other handicaps. This group in- 
cludes children with school problems (3, 8), and children afflicted with 
physical (11, 12) and mental handicaps (4, 41). Whether it is suitable 
for treating severe disturbances, the childhood psychoses, for example, 
has not been determined (5). . 


An Analysis of the Factors in Individual Child Therapy. As one 
delves into the current approaches to individual child therapy to search 
for a conception of the nature of the process, several features are high- 
lighted. First, there is diversity of opinion regarding the essential con- 
ditions for therapy and the nature of the underlying processes involved 
in the behavior changes. Some writers stress transference, transforma- 
tion of unconscious to conscious control, and re-education, while others 
emphasize relationship, release, and desensitization. Still others focus 
upon relationship, freedom from anxiety, re-evaluation of self, and new 
social (reality) learning. Second, each approach emphasizes a different 
aspect of what might be called the complete therapeutic process. Some- 
times this is done purposefully to meet the needs of the patients selected 
for treatment, as in Levy's release therapy. More often, however, it 
appears most readily justifed by virtue of the therapists reference 
frame, Third, despite the differences mentioned above as well as the 


23] THERAPEUTIC TECHNIQUES WITH CHILDREN 621 


differences in terminologies of the “schools” involved, there is consider- 
able overlap. It may be helpful as a summarizing device to sketch the 
general process of child therapy, using concepts belonging exclusively to 
no one single approach. The aim here will be to indicate what appear 
to be the essential conditions and the hypothetical processes involved in 
individual child therapy. 

On initial contact the child reacts to the therapist ambivalently with 
negative reactions predominant. He is where he is because he was 
brought by his parents or by other authority figures. He is afraid. The 
therapist has prestige; he represents authority; he has the power to hurt, 
punish, or change him. Because he is fearful and anxious, he behaves 
defensively in his characteristic way. The therapist does not act as he 
had expected. First he orients the child to the situation and then he 
demonstrates by his calm, accepting, understanding, and permissive 
manner, the validity of his words. Undoubtedly the therapist’s behavior 
will be interpreted variously, depending upon the personality structure 
of the child; but for the most part it will signify to him that he is in a 
nonpunishing situation. With this redefinition of the situation comes 
a lowering of anxiety level and consequent changes in behavior. Defense 
reactions are gradually replaced by behavior based on positive drives 
such as affection and anger. This is generally an indication that trans- 
ference has been established. Now the child begins to communicate 
and express to the therapist some of his conflicts, frustrations, stresses, and 
anxieties. The therapist gives more than mere support and acceptance. 
He helps the child to label his feelings and emotions, to discriminate 
among his reactions and their sources, and to evaluate the consequences 
of his behavior in relation to himself and others. This is, of course, the 
interpretative aspect of the therapeutic process. It may range from 
relating behavior to the past or to contemporary interpersonal experi- 
ences of the child, through centering interpretations around the thera- 
peutic relationship, to reflection of feelings seen through the eyes of the 
child. As anxiety is further reduced, the child becomes more flexible 
in his reactions to his problems. It is probable that he first attempts 
and tests new solutions to his subordinate problems. With encourage- 
ment and support from the therapist he gradually experiences success 
and satisfaction. His more serious problems are then encountered, and 
with a strengthened feeling of security, he attempts to solve and practice 
modes of solution acceptable to himself and the therapist, who repre- 
sents social reality. When, under these conditions, his new ways of 
adjusting become sufficiently strengthened, by the process of generaliza- 
tion he tries them out in his relationships with his parents and peers. 
Finally he deals with the problem of terminating the therapeutic rela- 
tionship. In the process of weaning himself from the therapist as well 
as in the application of his newly acquired social and emotional tech- 
niques of reality relationships, the child receives guidance from the 
therapist in the form of support when his actions result in failure, and 
added reinforcement when they bring satisfaction. 
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Research on Child Therapy. Here, research efforts do not begin to 
approach in scope or number those devoted to adult therapy. Even so, 
this is a lively, fast-growing field of investigation. Most studies to date 
have been concerned with clinical techniques. In addition, much has 
been written about adherence to doctrine, the reasonableness of pro- 
cedures, and misunderstandings over terms and principles. Part of the 
difficulty arises because the therapeutic procedures are often reported 
in storylike manner, and inferences, hypotheses, and principles are 
discussed in terms not always meaningful to others, especially to those 
not in the professional field. Nevertheless, progress continues in the 
development of techniques by virtue of exploratory studies of new 
devices and procedures. 

Objective research on the process of therapy and treatment results 
has been initiated. The play therapists have been most active in this 
respect. Exploratory investigations have been made on the behavior of 
the child and therapist during treatment (31), on the feasibility of 
various methods for different kinds of behavior problems (3, 8, 11, 41), 
on changes in test performances before and after treatment (16, 41), and 
on the child’s conception of his treatment experiences some time after 
termination of therapy (5). Little or nothing has appeared to permit 
objective evaluation of the long-term effects of treatment. Present 
evaluations are usually reported in terms of clinical impressions and 
verbal reports by parents, teachers, and agency workers. On the other 
hand, experimental investigations in normal personality development 
are now beginning to contribute to the knowledge, theory, and practice 
in child therapy. The methodological studies by Sears and his students 
(53) on doll play are particularly promising. The rapprochement of 
clinician and experimentalist is, as McCandless has stressed in Chapter 
8, essential. Thus far, it seems fair to say that clinical-experimental 
studies in the area of child therapy are in their infancy. 


Child Diagnosis 


Relationship Between Child Therapy and Child Diagnosis. Thus 
far little has been said concerning the relationship between therapy and 
diagnosis. This relationship will now be considered by first inquiring 
into the general nature of psychodiagnostics. Examination of the nu- 
merous descriptions and definitions of the concept of diagnosis indicate 
that the term is currently undergoing change. The traditional view that 
once emphasized labeling and categorizing the behavior disorders is 
giving way to the conception that accentuates personality analysis and 
synthesis. Magaret (38, p. 353), for example, states that “the diagnostic 
job of the clinical psychologist is the understanding of his client, as a 
unique individual, different from all other persons in his pattern of 
past history, present abilities, conflicts, desires, hopes, and plans.” Her 
formulation relates diagnosis and treatment in the manner suggested 
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by Sharp (55, p. 124), who observed that these functions cannot be 
considered distinct entities in clinical psychology. “Diagnosis and 
therapy result from one process.” This continuity concept is particu- 

: larly cogent in clinical work with children. In both diagnosis and treat- 
ment, the clinician establishes a relationship and stimulates expressive 
behavior with the aid of a variety of materials and techniques. On the 
basis of the behavior observed, inferences and hypotheses are made about 
personality functioning, which, at any stage of evaluation, may be em- 
ployed in one of two ways. If the task is diagnosis, the findings (together 
with other information) serve as a basis for formulating the recommen- 
dation for treatment. If the objective is treatment, the information en- 
hances the therapist’s understanding of the child and consciously or 
unconsciously helps to guide his actions in the subsequent treatment 
sessions. 

The diagnostic and therapeutic processes are considered continuous 
for other reasons. Kanner (29, p. 231) holds that examination and 
treatment cannot be separated inasmuch as the child, in expressing his 
feelings to the therapist, also reveals them to himself. By so doing, he 
learns to handle them in his own situation. Both the clinician and the 
child, from different vantage points, reflect the continuity concept. 
Then, too, there is the common belief, as well as the common practice, 
that play activities are an essential part in both procedures. Freud (20, 
p. 13) was among the first to suggest that play could have symbolic 
meaning and therefore serve as a profitable adjunct to diagnosis. He 
related the case of an eighteen-month-old child playing in bed with a 
toy tied to a string. The play consisted of throwing out the toy, saying 
“gone,” and then behaving as if alarmed; then pulling back the toy with 
expressions of satisfaction and relief. This episode was regarded as 
meaningful in view of frequent and prolonged absences of the mother. 


Factors Influencing Selection of Diagnostic Materials. The clini- 
cian's theoretical orientation plays a significant role in the kinds of 
material chosen. This point is consistent with the claim that every 
application of a projective test (see Chapter 7) is dictated by some 
hypothesis, even though this may be implicit (39). What aspects of 
personality functioning the therapist regards as important will deter- 
mine what play situations he will establish. He may, for example, stress 
the child's feeling and attitudes toward adult and peer relationships, 
the child's conception of himself, his preoccupation with traumatic ex- 
periences, or his reactions to current difficulties. A second factor influ- 
encing the selection of play materials for diagnosis is the developmental 
level of the child, i.e., whether the child's play is at the imitative, dra- 
matic play, game, or role-playing stage. When an account is taken of 
the child's readiness and ability, the clinician stands a better chance to 
obtain the desired information in a relatively short time. A third con- 
sideration for choice of material is the nature of the problem presented 
by the child. The area of difficulty, the gross type of personality ad- 
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justment (shy and withdrawn or aggressive and acting out), special 
abilities and disabilities—all are pertinent factors. Fourth, materials are 
selected differently depending on whether the intention is to obtain a 
comprehensive account of personality functioning or merely a general 
impression of the personality characteristics. Thus the purpose of the 
diagnostic evaluation, related as it is to the reason for referral and to 
dispositional possibilities, is a determinant. The fifth and final element 
is the practical consideration of time and facilities. In situations with 
severe limits on time, material is usually introduced that minimizes 
exploratory behavior and hence early elicits behavior closely associated 
with the problem. Limited facilities for play in terms of space, equip- 
ment, and auxiliary conveniences restrict the range of materials to those 
that can be used at a desk or table. 

Diagnostic Play Materials and Activities. From the viewpoint of 
diagnosis, play materials and activities can scarcely be differentiated 
from projective techniques. Play methods, however, are usually pre- 
sented, analyzed, and interpreted in a less formal manner. But because 
materials in both techniques are sufficiently flexible to allow free in- 
dividual expression, the resulting reactions appear, therefore, to depend 
more on personality factors than on the type of stimulation provided.’ 

Play devices are ordinarily classified in the following manner: kinds 
of activities elicited, kinds of inferred personality procèsses exhibited, 
structural clarity of the materials, and stimulational characteristics of the 
materials and typical reactions to them. On the basis of the last men- 
tioned criterion, we shall subdivide the material into (1) toys to 
stimulate dramatic play, (2) instruments to produce artistic creations, 
and (3) stimulations to encourage acting-out and role-playing. 

Toys to Srmurare Dramatic Pray. Among the toys used to 
initiate fantasy, dramatic, or thematic play, one encounters a heavy 
emphasis on dolls—dolls to represent parents, other authority figures, 
babies, and children of all ages. Also included are doll equipment, 
household furniture and furnishings, cars and trucks, blocks, guns, and 
the like (27). As in the therapeutic approaches, presentation is either 
free or controlled. In the former the child is left to his own devices, 
whereas in the latter he is limited to materials taking one of several 
patterns, e.g, dolls representing a classical family situation—father, 
mother, sister, brother, and baby; dolls as a duplication of the child's 
family; dolls and materials suggesting a specific event in the child's 
history; or dolls and materials symbolizing a general problem area. 
Levy's study of hostility patterns (34) is an example of this last vari- 
ation. He presented a set of dolls portraying a child attacking a baby 
feeding at the mother's breast. Punishment, continuation of action, 
and self-justifying behavior were suggested as ways of dealing with the 

* The materials, methods of analysis, and types of interpretations used have been 


considered in Chapter 7. In addition, Bell (6) has reviewed the topics and Stone 
(61) has presented an evaluation of recent trends. 
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situation. The child’s responses to the materials, the therapist, and 
the general situation were recorded as data for personality analysis, 
Lowenfeld (36) has prepared a standard set of toys (The World Test) 
consisting of 150 wooden toys representative of the physical and cultural 
things in the world. Houses, trees, cars, people, animals, and stores 
are among those included. The child is shown the complete set and 
asked to create whatever he wishes. The clinician can discuss the child’s 
interactions with the material or he can allow the child to work inde- 
pendently. Records are made of behavior, choices of material, and final 
construction. The results are useful for diagnostic as well as therapeutic 
purposes. 


INSTRUMENTS TO Propuce Artistic Creations. Most, if not all, of 
the devices used to express creative drives have been exploited for diag- 
nostic purposes, e.g., pencils, crayons, paints, finger paints, water and 
sand, modeling clay, charcoal, colored stones, story construction, incom- 
plete sentences, incomplete stories and pictures. We shall group those 
most frequently used under the following two headings: (1) drawing 
and painting, and (2) verbal constructions. 

First, the child is given paper, pencil, crayons, paints, and paint 
brushes. He is prompted to draw something, anything he likes. While 
a simple technique, this method, so appealing to most children under 
ten, offers much diagnostic information. The growing interest in this 
approach has been accompanied by the development of numerous and 
ingenious ways of obtaining drawings and analyzing them. The child 
may be asked simply to draw a man, as in the Goodenough test of in- 
telligence (22), or he may be asked to draw his family (26), or draw or 
paint some interesting or emotional situation (24). Methods of evalu- 
ation range from a detailed analysis of movements and symbolic content 
(65) to a global qualitative judgment. When the child is allowed to 
draw or paint what he wishes (44), an analysis can be made of his re- 
actions while working and of his final productions. In the past there 
were many diverse proposals for evaluating paintings and drawings; 
more recently there has been increasing agreement on primary dimen- 
sions, such as the medium used, choice of color, content and com- 
position, elements of movement, and general performance characteristics. 

Finger painting, first introduced for educational and recreational 
purposes, has enjoyed a place among diagnostic materials because of its 
appeal and because colorful productions can be made without prior 
experience. Napoli (43), one of the first to adapt this medium for 
clinical use, has devised an elaborate scoring system. He and others 
(28) have suggested that the unique value of the method lies in the 
fact that it is free from motor limitations and that both processes and 
sequences can be analyzed. Although it has been used for general 
diagnostic purposes, Kanner (29) believes it is especially revealing when 
administered to children showing obsessional reactions, those having 
bowel training difficulties and anxieties about cleanliness. 
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The second group of instruments used to initiate artistic creations, 
those designated above as verbal constructions, aims to gain some 
understanding of the child’s imaginations and fantasies. Many devices 
have been used to arouse these verbal responses. Whether these tech- 
niques yield the desired information depends, of course, on the level of 
language development, verbal fluency, and the task’s nature. Several of 
the least structured verbal techniques in this category have been de- 
scribed by Kanner (29). After rapport has been established, the clini- 
cian asks the child to recount his dreams, his daydreams, or descriptions 
of his imaginary companions. Or he may be asked to pretend he is 
granted three wishes. What are they? Techniques somewhat more 
structured require the completion of sentences or stories, as in the in- 
complete sentence test for children developed by Rohde and Hildreth 
(51). The favorable features of this approach include short adminis- 
tration time and flexibility, inasmuch as the stimulus phrases can be 
adapted to the immediate situation, An example of a clinical device 
using incomplete stories is one that Despert (13) has constructed. She 
composed ten short stories without endings, each having a plot revolving 
around an important adjustment problem, among them dependency, 
sex, sibling rivalry, and hostility. These stories are read to the child who 
is asked to supply the ending. Responses are evaluated in relation to 
the problem areas and serve as cues for further clinical study and 
hypotheses testing. Many straightforward storytelling methods have 
also been used. Stories may be elicited upon request (“Tell me the 
best story you ever heard”) or they may be stimulated by some device 
such as a comic strip character (23). 


Stimulation to Encourage Role-Playing and Acting-Out. In this 
category two types of activities have been given major attention, 
psychodrama and puppetry. Psychodrama, originally developed for 
and applied to adolescents and. adults, has more recently been used 
with children as well. Moreno and Moreno (42) consider it a revealing 
diagnostic procedure. One of their techniques involves selecting a 
number of the most characteristic roles representing individuals in any 
given community. Each child is then asked to act out these roles. 
("Show what he does.") Later, the roles are taken by a trained adult 
and the child is asked to identify the characters portrayed. The child's 
level of personality development and "cultural age" are inferred from 
the series of scores recorded. Puppetry, described earlier as a form of 
group therapy, can also serve to explore the etiology of maladjust- 
ment (65). 


Diagnostic Integration. Diagnostic play provides a rich sample of 
behavior which serves as a basis for drawing inferences and making 
interpretations regarding personality structure. Such interpretations are 
considered as tentative hypotheses, tentative because they are founded 
upon relatively little exact information, even though the evaluative pro- 
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cedures may have required much time and careful study. The next 
phase in diagnosis—in the clinical setting this is conducted in staff con- 
ference—consists in “testing” the hypotheses against information from 
other sources, such as the developmental history, medical report, school 
data, agency report, psychometric evaluation, and data from the pro- 
jective techniques. As a consequence of this reanalysis and integration, 
final diagnosis and recommendations are reached. Such a "final diag- 
nosis" is still a tentative hypothesis in the sense that if or when addi- 
tional pertinent information is obtained, a new hypothesis will be 
formulated. 

In some clinics the diagnostic procedure consists of a personality 
analysis as described; in others, it includes both a personality evaluation 
and a diagnostic evaluation. Those who adhere to the latter practice 
are confronted ironically with quite a problem inasmuch as there is no 
standard classification system for children similar to the one for adults. 
While several schemes have been proposed (35, 46, 59), none is uni- 
versally accepted. 


Research on Diagnostic Play. While the peak of interest in child 
psychology centered mainly on descriptions of behavior and the at- 
tendant establishment of norms, play activities were given their full 
share of attention. Data were gathered zealously describing the kinds 
of play and play materials that attracted children of different age levels 
as well as the characteristics of each stage of play. In response to in- 
creasing demands from the applied fields, especially education and child 
rearing, and because of the shift in theoretical interest from a correla- 
tional to a functional approach, a new trend appeared. Studies of play 
delved into the analysis of social and personality development in normal 
children (32). There was, however, little or nothing to assist clinicians 
in the diagnostic tasks thrust upon them by the newly developed child 
guidance clinic programs. As a result, the clinicians were forced to 
forge most of their own instruments and to attempt to determine their 
values. Certain of the initial research efforts were devoted simply to 
learning what kind of information could be obtained from new devices 
Or from activities borrowed from the realms of art, education, recreation, 
and literature. Many investigations have been and still are focused upon 
relating clinical observations of play behavior to some selected diagnostic 
description of disturbed children, as, for example, the hostile child, 
rejected child, anxious child, and the autistic. Reports of this nature 
may help clinicians share experiences, but they do not lead to the de- 
velopment of better diagnostic tools, chiefly because the reliability of 
clinical observations and diagnostic criteria leaves much to be desired. 
Perhaps such studies exploratively pave the way for technical and 
theoretical hunches which are essential for the development of the kind 


of research needed. ; 
y which can serve as a sound foundation 


Experimental studies on pla dati 
for the development of diagnostic procedures fortunately are beginning 
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to appear. Of particular pertinence are the studies by Sears and his 
co-workers. Early investigations by members of this group were con- 
cerned with methodological problems of doll play (53); more latterly, 
the efforts have been devoted to measuring and relating, within a 
systematic frame of reference, antecedent and concomitant conditions 
to this segment of child behavior (52, 54). Continuation of these 
studies and the initiation of others with similar research designs but 
with other materials and situations used in diagnosis will contribute 
immeasurably to current knowledge. There is still a great need for 
research that relates precisely defined behavior similar to that observed 
in the diagnostic situation to objectively defined subsequent changes 
in the child’s behavior during therapy. 


Summary 


Clinical techniques with children, frequently referred to as play 
techniques or play therapy, stem originally from the theory and psycho- 
therapeutics of Freud and his students. Contemporary child treatment 
practices have emerged from a combination of the theory and practice 
of psychotherapy with neurotic adults and dynamic conceptions of child 
behavior and personality development. There are five major approaches, 
not entirely discrete but sufficiently different in theoretical orientation 
or therapeutic goals, to warrant consideration. Three of these are based 
directly on psychoanalysis: child analysis, briefer analytic child therapy, 
and expressive therapy. A fourth, relationship child therapy, is based 
on the Rankian variation of psychoanalysis; and the fifth, referred to as 
play therapy, reflects the Rogerian viewpoint. Despite the diversity of 
terminology and hypotheses describing the therapeutic process, there 
are easily discernible features and interactions common to all. Thus far, 
research efforts have been devoted mainly to exploring treatment tech- 
niques. Little has as yet been accomplished in the delineation of the 
functional relationships within the therapeutic process or in the evalu- 
ation of the results of treatment. 

In clinical psychology it is clearly apparent that the diagnostic and 
therapeutic functions are continuous from the point of view of the 
clinician and the child. Division between the two is made only for 
practical purposes. Many considerations are usually involved in the 
selection and use of diagnostic devices, the most important factor being 
the theoretical viewpoint of the clinician. Typical materials employed 
include toys to stimulate dramatic play, instruments to produce artistic 
creations, and stimulations for role-playing and acting-out. Most of the 
investigations on diagnostic problems have been exploratory in nature. 
Studies planned to convert the more often used diagnostic methods into 
generally serviceable clinical instruments are just beginning to appear. 
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Chapter 24 
REHABILITATIVE APPROACHES 


By L. A. PrNNINGTON, Pu.D, 


er MODERN concept of rehabilitation has had a relatively short his- 
tory. For centuries the term carried an ethical and moral connotation 
inasmuch as it referred to the legal “re-establishment of one's good 
name" (54). With the turn of the twentieth century, however, the 
concept was altered and extended in two directions. In the first is found 
the contribution by Louis Pasteur who, by virtue of his eminence, laid 
“down a pattern of thinking on the subject still encountered in Europe. 
He noted that large numbers of people were too disabled to obtain ap- 
prenticeships in their chosen occupations. A corrective program ac- 
cordingly initiated in France in 1907 led to the establishment of special 
Schools for vocational re-education. Europeans still equate the concept 
of rehabilitation with these extensive retraining programs. 

Of late in America the concept has been broadened in a second di- 
rection, especially during World War II when the Selective Service 
Act and subsequent manpower shortages forced local, state, and federal 
Social agencies (as epitomized by the Baruch Report, 61) to give 
attention to rehabilitation as a corrective measure. This impetus was 
furthered by the return throughout the period of the war-injured. This 
second view thus implies a concept of treatment that combines medical, 
psychological, educational, sociological, and vocational methods whereby 
the disabled—either physically, mentally, or both—acquires “maximum 
independence commensurate with limitations” (54). In this latter 
sense, then, the relatively modern concept of rehabilitation is best 
paraphrased as a re-enablement program? in which specialists from 
many disciplines so arrange the therapeutic facilities that the patient 
does re-achieve some degree of independence within the limits set by 
the residuals of his condition. This broad, all-inclusive approach focuses 
attention upon the development and use of techniques, many of them 
psychological in nature, by means of which the patient is so treated as to 
regain a modicum of competence sufficient for his restoration to com- 


1 This applies to all phases of illness. Rehabilitative methods as applied pri- 
marily to physical disorders (2) have been discussed in Chapter 12. Major con- 
Sideration in the present chapter is given to the techniques applied in psychiatric 
hospitals within the United States. 
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munity life as a useful citizen or, if this is impossible, for his improved 
adaptation to the hospital community. The goal of the rehabilitation 
approach is thus resocialization for community participation, no matter 
how broadly or narrowly the latter must be defined in the individual 
case. 

The rehabilitative program operative in the psychiatric hospital ap- 
plies to all patients much in the manner that Myerson’s “Total Push” 
was applied.? Both the acutely and chronically ill are included. The 
techniques, of course, vary widely between the two groups and, again, 
from patient to patient and from time to time within the same group. 
Indeed, with the same patient the approach must also be altered to keep 
pace with therapeutic progress. Detailed study by members of the 
professional team is thus always a continuous process and is always 
oriented perforce toward the understanding and treatment of the in- 
dividual patient and his needs. To facilitate the discussion of the 
numerous phases of this program as met in the psychiatric hospital the 
present chapter will sequentially discuss: (1) the types of activities 
available for use in therapeusis and the corresponding roles played by 
trained personnel in each; (2) those procedures by means of which the 
patient’s greatest needs, clinically evaluated, are matched with those 
activities adjudged most appropriate treatment-wise for him; and (3) 
the integration and co-ordination of the rehabilitative approaches with 
psychotherapeutic techniques, either supportive or reconstructive in 
type? 

Activity Programs 


TThe patient early in his stay at the psychiatric hospital is ordinarily 
a candidate for something to do, Doing, as opposed to sitting listlessly 
about hospital wards, has repeatedly been reported as salutary (31). 


For this reason the modern state, federal, and private psychiatric centers 


have developed extensive activity programs with staffs of trained work- 


ers who carry out the specific recommendations made by the patient's 
physician and psychiatrist. While it is impossible to list all the activities 
available for assignment purposes, those listed in Table 24-1 do illustrate 


? Myerson (37) in 1939 described his integrative combination of all available 
therapeutic approaches as focused upon a selected number of chronic psychiatric 
patients. Tillotson (56) later reported the remarkable successes achieved. The 
current rehabilitative approach may be viewed in part as an outgrowth of this and 
related emphases. Bernard Baruch, as appointed by President F. D. Roosevelt, 
made by Committee Report in 1944 (61) a series of far-reaching recommendations 
that also strongly fostered the stress now given, to the rehabilitation programs m all 
branches of physical and psychological medicine (24). Presently one enun 
training center and laboratory for this approach is the Department of Physica 


ici jlitation at New York University's College of Medicine in con- 
Meda ene Howard A. Rusk is the director (49). 
ill indicate that a patient “carried” psychotherapeu- 
relationship (see Table 18-1, page 493) may well also par- 


tically in a supportive t I 122 a 
ticipate in See therapeutic activities considered “supportive” when prescribed for 


the acute patient undergoing intensive treatment. 
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the scope of the program and do indicate in the second column the wide 
range in training of those who cooperatively function in helping the 
patient help himself to re-achieve rehabilitation’s goals. 


TABLE 24-1 
Activity Procrams Wirun WHICH SPECIFIC ASSIGNMENTS ARE STRUCTURED 
AND IMPLEMENTED; SPECIALISTS Wuo Function TEAM-WISE IN THE 
EVALUATION AND RE-EVALUATION OF THE PATIENT's NEEDS AND PROGRESS * 


l. ACTIVITIES 2. SPECIALISTS 
Aptitude laboratory (see page 638) Chaplains : 
Barber shop Corrective therapists 
Cabinet and carpentry shops Educational therapists 
Chaplain's service Foremen in shops 
Educational retraining (typing, writing, study courses) Librarians n 
Farm, garden, greenhouse, grounds Music and dance specialists 
Industrial sewing Occupational therapists 
Janitor service Physiotherapists 

aundry D Physicians 

Maid service Psychiatrists 
Mail room and messenger service Psychiatric aides 
Occupational therapy Psychiatric nurse 
Paint shop Psychologists 
Printing and bookbinding Recreation therapists 
Radio shop Social workers 
Shoe shop Speech therapists 


Special services (recreation, sports, library, dancing, Vocational counselors 
music, band, hobbies) 

Supply offices (warehouse, central stores) 

Vag services (garage, machine shops) 

Ward service 


* Not all the specialists listed here are always involved in all studies and all 
assignments. Certain ones participate much more in an auxiliary manner—the 
foremen, for example. The purpose here, however, is to indicate the scope of the 
program and to suggest how it touches at one time or another all members of the 
hospital community, patients and staff alike, 


It follows then, after reference to Table 24-1, that the patient who is 
working with the psychiatrist or psychologist in intensive therapy and 
who, for example, is also seeing the speech therapist, may early be as- 
signed to a carefully selected activity by virtue of the information which 
all specialists are able to pool in a conference given over to the problem 
of assignment to “detail” (hospital jargon for rehabilitative activities). 
Following this individualized study, a specific activity is chosen and is 
so described in writing (the prescription) that the corrective therapist, 
for example, who receives the message, knows exactly what is wanted 
and knows the immediate goal for the new patient he will shortly meet. 
Tt thus becomes his duty to implement this plan and hereafter to 
report all changes in behavior to the prescribing psychiatrist. 

Knowing the patient's strengths and weaknesses and knowing the 
immediate goal, the corrective therapist in this illustration sets to work. 
A. twenty-five year old man, given the staff diagnosis of "anxiety re- 
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action, moderate” and for whom all clinical evidence indicates the 
presence of excessive neuromuscular tension, hypermotility, superior 
intelligence, high clerical aptitude, mediocre preillness occupational 
achievement, lifelong conflict with authority figures, and marked in- 
ability to play games with others his age, among other findings, might 
well be assigned, let us assume, to (1) educational retraining,* where 
working relatively alone at first, the initial step, as he perceives it, in the 
mastery of typewriting is started; and (2) recreational sports, where the 
corrective therapist would so arrange the program that success was early 
achieved in games at first played only by the patient with his therapist. 

The immediate goal in such an instance is the achievement of “self- 
confidence” sufficient to motivate the patient into more complex settings, 
there eventually to enjoy the satisfactions that accrue from group co- 
operative activity at work and at play. With mastery of the beginning 
steps, the psychiatrist, and the corrective therapist, to concentrate on 
this segment of the patient’s split assignment, perhaps alternately in- 
crease the complexity of the skills as well as augmenting the complexity 
of the social settings. In due time the patient might well one day 
voluntarily ask to be assigned to a “beginning dancing class,” thereafter 
attending the weekly dances without undue reassurance and encourage- 
ment from his ward nurse. By this time the patient would have mas- 
tered many new skills and perhaps, let us assume, be ready for a series 
of conferences, arranged after the procurement of his psychotherapist’s 
approval, with the vocational counselor relative to job placement fol- 
lowing release from the hospital. Perhaps, too, the patient may be 
ready for a series of discussions with the psychiatric social worker per- 
taining to the management of family problems shortly to be met upon 


discharge.’ 
Reference may now be made, 


psychotic woman who, by virtue o 


by way of a second example, to a young 
f her condition and consequent to the 


4 Adequate intelligence, high clerical aptitude, excessive tension, and hypermotil- 
ity suggest the re-education (part-time) assignment. Excessively tense and hyperac- 
in some degree symptomatic relief 


tive patients, other factors equal, enjoy and gain i  degr n 
from typing, although they usually feel called upon to rationalize, this acceptance on 
the grounds of the task's vocational value. On this point, clinically meaningful 
behavioral data obtain when patients are asked to state their preferences for details. 
These preferences as well as refusals to choose reflect personality dynamics and show 
a close relationship, clinically evaluated, with the contents of TAT protocols. i The 
psychopath, for example, seeks out the impersonal settings in which Hd 
objects abound—the greenhouse, grounds details, and the like. While the high y 
mporarily to the one activity he 


resistant patient may of necessity be assigned ten e one act 
that free choice merely reinforces the patient's vicious psy- 


insists upon, it is clear us psy 
qe for maximal treatment of the patient is 


chopathological circle. Staff planning 
accordingly essential. 

5 He may wish to leav 
worker realistically apprai 
patient accept what seems best um: e 
mental change, often less drastic than a fii 


answer. 


e home, “go to South America or some place.” The social 
ses and, after discussions with all concerned, helps the 
der the unique set of circumstances. Environ- 
ght to South America, is sometimes the 
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lack of cooperation by her family, cannot be studied in the detail one 
might wish. Insulin and electric shock therapies have been accompanied 
by temporary improvement only. She has accordingly been transferred 
to a custodial ward where she seemingly lives alone in a world of her own 
fancy. Here she is seated now on the floor and then near an open win- 
dow, monotonously and repetitiously tearing to bits every available bit 
of cloth and paper. The ward psychiatrist, the nurse, and the at- 
tendants, rather than ignoring and punishing her, provide her daily with 
signs of recognition and attention as well as with a supply of news- 
papers. The papers continue to be torn to shreds. 

One day the nurse joins, as if in a game, and tears the newspaper into 
Squares along its center folds. This is repeated upon numerous oc- 
casions. Slowly, now and then, the patient responds by doing much the 
same. Reward is immediate—a pat on the back, a smile, a piece of 
candy. Eventually with attention and kindness the nurse once more 
suggests by doing and by word the tearing out of figures in the advertise- 
ments. For a time the patient tears out and starts to horde pictures of 
infants and children. Adult figures are torn to shreds. Meanwhile, the 
patient's attitude and ward behavior appear improved. The psychiatrist 
and the nurse discuss this, then send a referral tequest to the occupa- 
tional therapist with the result that some time later the patient can be 
seen unraveling wornout rag rugs provided for her. 

Weeks, perhaps months, later the patient goes to and from her ward 
to the “O. T. Hut,” talking coherently with other women who are also 
engaged in weaving a large rug for the social room of their common 
ward. Each is working on the same project at the same table and loom. 
Stitches of course are missed now and then. The pattern is “not exactly 
like the book." There are many imperfections in the finished product. 
But the pride that each woman shows in completing “the rug for our 
ward” is psychologically more valuable than the purchase of the most 
perfectly woven tapestry. The woman who months ago sat on the floor 
tearing paper and her own clothing to bits has slowly and painfully 
learned to be proud of something she and others did together." It is 
noteworthy that the finished creation is indeed related to that destruc- 
tive activity which gave the ward nurse her opportunity to reach this 
psychotic woman. 

Study of case after case report in which activity programs figure either 
as an adjunctive or continuous approach (see page 644) in therapeutic 
planning provides documentary evidence for the following rules of 
thumb, each with its psychological significance: (1) Careful observation 
of the individual patient shows strengths, perhaps relatively primitive 
ones, that can adroitly be tried as a focal point for initiating therapeutic 
activities (for example, the psychotic woman who tore up paper shifted 


* Numerous steps in the planning and restructuring of the rehabilitation assign- 
ments for this patient have been omitted by virtue of space limitations. The trends, 
from simple to more complex, from individual to group, from current activity to a 
constructive but related activity, are indicated, however. 
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eventually to unraveling rag rugs); (2) professional interest, consistently 
shown and maintained in the service of immediate rewards, slowly re- 
directs the patient’s seemingly disorganized response patterns into more 
constructive channels; (3) rehabilitative activities, at the outset, must 
be so clearly and simply arranged, or structured, that early success is 
experienced, with rewards immediately forthcoming; (4) the activity 
chosen can make a direct or indirect attack upon the weaknesses (symp- 
toms) by unobtrusive appeal to the strengths (the psychotic patient who 
would destroy physical objects such as cloth and paper, but who refused 
to leave in any other way her own schizophrenic refuge); (5) with some 
psychotic and with all psychoneurotic patients the events that transpire 
while “on detail" provide fertile subject matter for discussions in in- 
dividual and group psychotherapy sessions; (6) the patient's preillness 
occupation is ordinarily not the activity to which he is most wisely as- 
signed—the goal is social rehabilitation, not occupational; (7) all mem- 
bers of the rehabilitation unit, indeed all members of the hospital’s staff, 
are from time to time participants in the program developed for the 
individual patient, with each contributing his own skills to the thera- 
peutic plan and to its implementation; * and (8) research opportunities 
for the psychologist are numerous in this rapidly expanding area of 


treatment whereby clinically documented observations can be subjected 


to verification and refinement by rigorous experimental test. 


Professional Roles in the Rehabilitation Approach. Table 24-1 has 
graphically indicated the wide range of professional training focused 
upon the patient and his problem. The roles played by each specialist 
are now briefly indicated. The physician ot psychiatrist physically ex- 
amines the new patient and serves throughout as the coordinator of the 
rehabilitative assignments. It is he who by virtue of his study and 
evaluation of his patient and who by virtue of the data provided him 
by other specialists makes the decision as to which activity 1s, clinically 
adjudged, best.’ He and his colleagues then describe in detail just what 
the nature of this specific assignment must be and how best to imple- 
ment it (structuring). This plan, in the form of the prescription, thus 
serves as the basis for the initiation of activity therapy. — ; 

The social worker (23, 27) interviews both the patient and his 
relatives and from them obtains a more complete picture of the present 


7 Sometimes the overly zealous psychotherapist (3) learns from a former patient, 
aluable lesson. The former patient says, 


back on a social call at the hospital, a valua 1 
that "the guy over there in corrective therapy sure set me straight. One 
” [t matters not at all who gets the credit as long as the goal is 


essional hierarchy with the d HI » 
the top. In all hospitals the medical specialist must by law and its sanctions be he 

EDU for Mie wellare of every patient. There are instances in the assignment 
of patients to "details" where the psychiatrist can and likely does delegate authority. 
But all the responsi t that involves the patient's wel- 
fare is indeed his (22). 
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and preillness social climates. Thus, for example, details pertinent to 
early rearing, parental and sibling attitudes toward the patient, and the 
patient’s likes, dislikes, proficiencies, hobbies, and other attributes are 
noted, compared, and sifted for the clinical portrayal of the patient's 
style of life. This information is extremely useful not only in arranging 
for any and all forms of treatment, but also in posthospital planning 
just prior to the patient’s discharge. 

The functions of the clinical psychologist in the rehabilitation pro- 
gram can be extensive and can accordingly broaden the range of his 
customary duties to such an extent that his service value to the hospital 
setting is greatly enhanced. And with this can go, hand in hand, the 
development of a sorely needed research program of great practical and 
theoretical significance (17, 18). Selected illustrations of these func- 
tions, viewed practically, follow. Through numerous interviews and de- 
tailed psychological testing—especially with aptitude and selected 
projective tests, he obtains data not otherwise available pertaining to the 
patient's present levels of intellectual function, his personality strengths, 
areas of adjudged conflict and tension, evidences of personality dis- 
organization, and responsiveness to environmental stimuli. If the pa- 
tient's condition is such that interview and testing are impossible or 
unwise, the psychologist may unobtrusively observe the patient for a 
series of five- to ten-minute periods while he is given freedom of move- 
ment in the aptitude shop or, as it is also called, the manual arts labora- 
tory (see Table 24-1, page 634). 

This is colloquially but meaningfully called “the shop," where many 
opportunities (28, 57) are available for voluntarily "doing something." 
Tools, wood, paint, cardboard, and many other objects are scattered 
about along with partly finished creations (sandboxes, birdhouses, 
weather vanes, signs, for example) inconspicuously displayed. Most are 
poorly executed. The newcomer finds fellow patients working, as they 
please, alone or in groups of two or three. He is told he can do what he 
likes, then is allowed to explore. Let us assume that during our observa- 
tion-sampling the patient lingers a bit, ambles over several times 
toward a bench on which there are several brightly colored marbles. 
A makeshift board with a few pitlike indentations is nearby. On the 
third day of our observation the mute patient picks up a marble, toys 
with it. On the fourth day, the board is nearer the marbles; the patient 
toys with them, then places the only red one in one of the pits. Inas- 
much as no other arrangement, as far as several observers at different 
intervals can tell, attracts the patient’s attention, he is encouraged to 
play with the marbles and the board.” In due time he discovers that 


? As simple as this setting may appear, one is reminded that patients so behaving 
are usually the most chronic and the most resistant to improvement by the applica- 
tion of other therapeutic approaches. Too often, in the past, these patients have 
become helpless members of the hospital’s custodial “back wards” and accordingly 
are never seen by those who take conducted tours of the institution. 
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there are more marbles than pits, that the board is incomplete. Nearby 
tools are available for extending it—for completing a simple Chinese 
checkerboard. 

It is during this initiation at the “shop,” so to speak, that the psy- 
chologist observes during sample intervals what the new patient looks 
at or toys with. These observations serve as a basis for encouragement, 
attention-giving, and immediate reward during the tryout interval. 
Once started with an activity, staff members see to it that success and 
encouragement immediately follow. With more resistant patients, 
therefore, this period of observation serves in large part as a method by 
which to deduce (or hypothesize) any sign of motivation toward one 
or more play situations when the patient is confronted with a miniature 
world of objects. As Myatt (36) has shown, psychological testing with 
this group of psychotic patients does not and likely cannot adequately 
show motivational characteristics toward specific clusters of tasks or play 
situations. Fleeting glimpses of interest can therefore better be hy- 
pothesized and tested during observation periods in the patient's earliest 
visits to the “shop.” Communication by language is not essential for 
the patient to respond to the words spoken by others. When first started 
in such a setting, many are considered preverbal by those who assume 
the regression hypothesis. In addition to the functions just described, 
the psychologist can also undertake to carry on supportive psychotherapy 
with selected chronic psychotics adjudged not yet able to participate 
at any level in the rehabilitative activity programs. This approach is 
considered in greater detail in the third section of this chapter (see 
page 651). $ 

The occupational therapist (12) is a specialist in carrying out the 
medical prescriptions that specify the patient’s needs (the release of 
aggression, for example) by so planning and arranging the environmental 
situation (as in the aptitude laboratory) that the patient eventually, 
step by step, achieves the goal without ever being aware of the structur- 
ing and restructuring of the activities he has come to enjoy. Activities, 
to continue the preceding example, such as dart throwing, breaking 
wornout objects for discard, pounding bits of metal into designated 
shapes, and finger painting are among the many seemingly simple 
activities that could be chosen for the release of aggression. Clinical 
evaluation of the patient's needs and the availability of materials de- 


termine which of the many is chosen. AA 

The occupational therapist GOME abbreviation) also reports to 
the team at conference time all successes met by the patient in order 
to plan the next step in the program, such, for example, as increasing 
the complexity of the task or by introducing the client for the first time 
to a situation in which one other person, carefully chosen, is present. 
The occupational therapist thus works closely with the psychiatrists and 
other members of the team in helping, through individually structured 
activities, to release or to control inhibited or uninhibited personality 
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trends. Table 24-2 sets forth a list of the activities that “O. T." can 
offer as media by which to arrange activity-inducing reactions clinically 
judged salutary for the patient. ; 

The corrective therapist is the specialist in the constructive use of 
play and is ordinarily, by training, a graduate of a corrective sports 
program sponsored by university colleges of physical education (7). In 
his specialty he knows that amusement via sports is not enough; that 
by selecting those who can already play on a ball team, he is ignoring 
those whose needs are greater. The corrective therapist thus stresses 
individual needs, develops a program, simple at first, for the single 
patient. Only later, perhaps much later, when the patient is physically 
and psychologically ready, is he introduced to the “team.” This is done 
only when it is judged that the patient has an excellent and early chance 


TABLE 24-2 
Menia 1N OccuPATIONAL Turrapy WonksHops * 


MATERIALS Wuere UsABLE ILLUSTRATIVE Acriviries 
Clay On hospital ward Art metalwork 
Leather In bed Basketry 
Metal Ordinary room Carpentry 
Paints Shop Chair caning; brushmaking 
Paper Outdoors Graphic arts; printing 
Plastics Hooked rugs; braided rugs 
Textiles PATIENT’S PosrrioN Jewelry making 
Wood Prone Jigsawing 
Recumbent Knotting 
Sitting Painting 
Standing Sculpture 
Weaving 


* This table is prepared from the discursive material presented by W, R. Dun- 
ton, Jr, in Chapter 3 of Occupational Therapy: Principles and Practice, as edited 
by W, R. Dunton and Sidney Licht and as published by Charles C. Thomas Com- 


pany, Springfield, Illinois, 1950. Approved for publication by the author and the 
publishers. 


to be successful. Corrective therapy (11) thus aims not to amuse 
per se but rather to promote muscle tonus, relaxation by reducing stress, 
and socialization by reducing the psychological accompaniments of the 
disability (10). This approach is exceedingly well illustrated in the 
film prepared in 1951 by The Veterans Administration and entitled 
Activity for Schizophrenia. Mere it is dramatically demonstrated that 
muscular activity engaged in by the preverbal patient spells out a sign 
language readily translated by the clinical observer, who can then care- 
fully plan new corrective Steps as the signs change. The corrective 
therapist, often today spoken of as the recreation specialist, has at his 
command a wide range of activities that have the goal of promoting 
behavior changes. Selected activities are listed in Table 24-3. It is 
obvious, after a study of the table and with a moment's reflection, that 
through the use of objects, as in play, the psychotic patient comes into 


| 
| 


. paper. All these promote reality testi 
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direct contact with reality, often by way of touch. Delusions and 
hallucinations are at least for the moment less likely to disrupt the play 
activities in progress (11). This of course applies equally well to all 
activity programs. 


TABLE 24-3 
RECREATIONAL Activities AS USED BY THE Corrective SPECIALIST * 

Striking, pushing, and pulling Exhibition of activity—showing off 
Running Dull repetitive activity 
Tearing, ripping Systematic orderly activity 
Big muscle activities Carefree, disorganized activity 
Passive activities: reading, writing, Simple nonconcentrated activity 

looking Complex puzzle-solving activity 
Careful discrete movements Dirty activities 
Hurried movement Clean activities 
Physical abandon Building, constructive, and creative 
Solitary activity activities 


Group activity 


* A modification of a table presented in a chapter by John E. Davis on “Recrea- 
tion Therapy” in W. R. Dunton and Sidney Licht (Editors), Occupational Therapy: 
Principles and Practice, 1950. Reprinted with the permission of the publishers, 
Charles C. Thomas and Company, Springfield, Illinois. 


The physical therapist (or physiotherapist), trained in the applica- 
tions of specific adjunctive medical techniques such as hydrotherapy 
(stimulating or relaxing in types), heat treatment for injuries, and other 
methods, also contributes to the rehabilitative program. Not only is 
this specialist in a fine position to observe and report the behavior of 
the patient (some react to water with fear, anger, or resentment, and 
assume it to be a form of punishment, for example), but also to manage 
therapeutically the situation in such a manner that the immediate goal 
of relaxation or stimulation is achieved. By facilitating the improve- 
ment in physical condition the psyiotherapist does much to alter the 
patient's outlook. Table 24-4 summarizes a number of procedures used 
by these medical auxiliary specialists in the modern hospital. 

Other rehabilitation specialists include the following: The educa- 
tional therapist, through the medium of carefully arranged instruction, 
makes it possible for the patient, alone or in groups as the need arises, 
to release tensions, to gain in self-esteem, concentration, and in the 
expression of pent-up emotions. Among the many activities so employed 
are reading, printing, typing to music, writing letters, writing stories, 
and the preparation of news items and “comics” for the patients’ news- 

ng and reinforce tenuous relation- 
ships with objects. The educational therapist is well aware that the 
mastery of subject matter is beside the point. Subject matter and in- 
struction are media through which attitude changes emerge. —— — 

The speech therapist (see Chapter 13) enters the rehabilitation 
scene in selected instances in which speech defects are encountered and 
where upon occasion public speaking and dramatic action (as in psy- 
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chodrama) are indicated as areas for exploration and treatment in the 
resocialization process. , 

The music therapist (32) ordinarily functions in two major avenues— 
first, by making available at mealtime and at other intervals music suit- 
able for those who are, to illustrate, primarily depressed as opposed to 
the choice of selections for those restless and excitable. The music 
specialist, second, provides opportunities for instrumental and vocal 
"training" for those clinically adjudged to need the psychological by- 
products of such expressive measures. This specialist works closely with 
those who offer instruction in and opportunity for dancing (33). 


TABLE 24-4 
A SUMMARY or THE METHODS ÁVAILABLE FOR USE BY THE PHYSICAL THERAPIST 
When So PRESCRIBED BY THE PATIENT'S PHYSICIAN * 


1. Hydrotherapy (treatment by water) 3. Electrotherapy 


Hot and cold baths Galvanic current (surgical galva- 
Douches and showers nism, for example) 
Whirlpool bath Low frequency currents 
Colonic irrigation High frequency currents (dia- 
Hydrogymnastics thermy) 

2. Light therapy Electric cabinet baths 
Aerotherapy 4. Thermotherapy 
Heliotherapy (solar radiation) Radiant heat 
Artificial ultraviolet radiation Artificial fever. (hyperthermy) 

5. Mechanotherapy 
Massage 


General and special exercises 
("medical gymnastics") 


* Reprinted with minor modifications from Richard Kovacs A Manual of 
Physical Therapy, 1949, with permission granted by Lea and Febiger, publishers, 
Philadelphia. 


The hospital librarian cooperates with the members of the team by 
making available novels, nonfiction, and inspirational books to which 
individual patients can be referred by their psychotherapists. She also 
often arranges a “browsing room” where patients may visit, and operates 
a “book-mobile” in the form of a cart on which are displayed current 
works believed of interest and value to patients. This mobile unit 
“makes the rounds” of the hospital wards. The librarian accordingly 
can assist as a consultant to therapists in bibliotherapy (51, 52), thereby 
guiding the patient toward the appropriate choice of reading materials. 

It is likely that the psychiatric nurse (42) has the greatest opportunity 
of those mentioned immediately above to assist both the members of the 
team and the patient. By virtue of her training and her strategic posi- 
tion on the ward, she is often able to provide supportive psychotherapy 
in the form of carefully worded advice, reassurance, and indirect sugges- 
tion to her patients (34). She is in an excellent position to note early 
signs of behavior change and impending emotional upsets and to report 
her observations to the physician. 
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The psychiatric aide, or hospital attendant, is also in an excellent 
position daily to observe the progress made by his patients. He, too, 
has the enviable position of being able to study them in many settings 
and in relation to a wide range of people (visiting relatives, physicians, 
nurses, other patients, and the like). The psychotherapist can early 
learn to seek out the ward attendant when he wants firsthand informa- 
tion relative to his patient's between-session behavior. Because of the 
aide’s extreme importance in the management of the hospital climate, 
steady emphasis is placed upon training courses and supervised prac- 
ticums for those selected for these posts. Indeed, much effort is cur- 
rently being made to determine by recourse to research those personality 
attributes which are most effective in this setting. The hospital aide 
is also often found as a foreman in any one of the numerous shops (see 
Table 24-1, page 634) and activity centers to which selected patients 
are assigned for rehabilitation. 

These foremen, as they are sometimes termed, must not only know 
their specialties, such as carpentry and radio repair, but they must also 
be able to understand and implement the prescriptions they receive 
from the physicians relative to the structuring of selected projects for 
the patients referred to their shops. Training programs, accordingly, 
are essential and are continuously operative in the well-managed psy- 
chiatric hospital. By virtue of the preceding comments it is clear that 
most specialists in the hospital setting also function as teachers and 
supervisors of practicums. In one sense, the hospital ward is a behavior 
laboratory. 

The chaplain, too, throughout the hospitalization period, eases the 
rehabilitation process via pastoral counseling (8, 62), especially when 
this has to do with the religion-oriented discussion of rigid beliefs and 
compulsive doubts expressed by the patient. The chaplain accordingly 
is an able ally of the psychotherapist. 

The vocational counselor (43) usually assists during the later stages 
of treatment when he aids in easing the shift from the hospital setting 
to the job best suited to the patient’s attitudes, aptitudes, abilities, 
interests, and family situation. Indeed he often serves as a liaison be- 
tween the hospital and the community; he provides the former patient 
with an opportunity for guidance, thereby offering support at critical 
times just before and just after release from the hospital.'^ 


nitarian groups formed from within 
he hospital are sometimes little recognized. The Gray Ladies, 
tion, make contributions, largely psychological in nature, 
that many a patient never forgets. By listening, writing letters, making small pur- 
chases for those who cannot visit the canteen, by arranging and participating m 
social hours, athletic events, and dances, among other activities, these women pro- 
vide much that is rehabilitative. That these workers are frequent topics of conversa- 
tion and interpretation in therapeutic interviews is obvious. Other organizations, 
such as veterans groups, os clubs, and certainly the Red Cross, do much to 


further the goal of rehabil itation—Tresocialization. 
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Summarily, then, the modern hospital is so ordered that any or all 
its facilities can be organized into a program for resocialization. Plan- 
ning is essential and it always starts with the patient as he is now. It 
begins with clinical evaluation and judgment as to his current stresses 
and needs. Each step thereafter is so simply structured that its per- 
formance is immediately rewarding intrinsically or, if not, is rewarded 
extrinsically. And each “detail” is so planned initially that it can 
eventually be altered in order to promote group interaction in the 
achievement of a common goal. This end-product is usually not a work 
of art; but the feelings of achievement and the ego rewards can be. 

Any hospital is by definition “for the sick”; but if it does nothing to 
train the patient out of his sickness, it merely reinforces dependency 
and helplessness. To avoid administering rewards (food, clothing, medi- 
cine, attention) for staying sick, the rehabilitation program requires 
therapeutic planning in such manner that the patient slowly learns and 
feels the intrinsic value of competence and self-esteem which comes 
from creative, pleasurably productive group activity. 


Patient Need and Therapeutic Activity Level 


Tt is customary for acutely ill patients to be placed early upon inten- 
sive treatment regimens, while those adjudged to be suffering from 
chronic illnesses are assigned to a continuous activity program, Although 
this classification is not all or none, it does serve as a ready frame of 
reference for a consideration of the functions that activity therapy per- 
forms with these two groups. Actually those patients whose evaluations 
suggest it are given shock therapy or assigned to psychotherapy (or both) 
—the intensive approach—and are then assigned to adjunctive activity 
programs designed to speed their recovery. Those chronic patients for 
whom intensive treatment has failed are assigned to “details” structured 
in such ways that hospital adjustment is either maintained or improved. 

Because such a wide range in activities deliberately obtains in the 
modern rehabilitation program and because the patients in the two 
groups differ so greatly in needs and capacities, it is obvious that this 
gap must be bridged in some workable manner. Inasmuch as assign- 
ment on the basis of preillness occupation is distinctly unwise and be- 
cause assignment to either adjunctive or continuous activity therapies 
must depend upon a detailed psychological study both of patient needs 
and the activities available, the most economical approach, other than 
trial-and-error with its frequent costly mistakes, is the devising of a 
system whereby the requirements of each activity are graphically ar- 
ranged for ready reference. Once the patient's needs and capacities 
have been carefully evaluated, as epitomized in the prescription, these 
can be matched with that cluster of activities most nearly fitting the 
patient's characteristics. The following paragraphs describe this method 
and briefly illustrate its use. 
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The Activity Therapy Inventory. The preparation of this inventory 
encompassing all “details” available for patient assignment requires 
careful description by reference to four empirically derived criteria: (1) 
the degree of social interaction required by each project; (2) the skill 
and experience needed for immediate adaptation to the task; (3) the 
project’s physical requirements; and (4) the mental capacity needed at 
the outset to manage the assignment. ‘Thus, if the physical and mental 
requirements for each of the many projects are known, the professional 
team is in a much better position to place the specific patient in that 
activity best suited to his present physical and mental status. This early 
provides him with those opportunities for the beneficial effects of 
achievement, approval, success, and immediate reward. Success, by 
avoiding trial-and-error placement, is more certain. 

The inventory, as developed, is so arranged that each project is 
described, classified, and coded on a four-point scale for each of the four 
variables. Scores (i.e., ratings, the reliabilities of which are high when 
several judges are used) ranging from zero through three on the last 
three variables represent the levels in physical-mental capacities essential 
for the activities. The socialization scale (item 1 above), because it 
symbolizes the goal of the entire program, ranges in letters from A 
(solitary) through D (integrated group activity). By the use of the 
letters A, B, C, and D and by giving them ordinal position in the coding 
system, the program’s goal is afforded primary consideration. 

To illustrate, one may refer to the project catalogue (actually a file in 
which all projects are arranged according to the letters of the socializa- 
tion scale) by analyzing a gardening project in horticulture. Repeated 
study of this “detail” indicates that it requires two or three ambulatory 
patients working relatively independently. The socialization scale sym- 
bol of B is given because passive mingling with a few other persons is 
required. Physically the project is easy and provides ample rest periods 
of the patient’s own choosing. The physical requirement is therefore 
rated 1 (zero ratings refer to those bedridden or in wheelchairs). The 
task also requires the use of relatively simple tools (a rake, a sack) and 
hence js rated 1 in level of complexity. The mental requirements are 
rated 1 because the attendant must often guide the patient and repeat- 
edly restate what is to be done. The Catalogue Code for this project, 
accordingly, is B: 1-1-1. A code symbol of C: 111 would indicate that 
the task required a higher level of socialization, with the secondary 
variables similar or identical in ratings. Summarily, then, rehabilitation 
activities can be studied, described, Classified, and coded in such a way 
that the assets of the patient, once carefully ascertained, can be matched 
to a first approximation with the project’s requirements. And to make 
doubly certain that success is early encountered, the patient is char- 


acteristically assigned to an activity one step. lower than the code de- 
mands. In this way success is assured and “promotion” is rapid (40, 


57). 
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Once the numerous projects have been studied and coded, the prob. 
lem with each new patient is to match his Puce m needs, viewed 
therapeutically, with the rey activity adjudged best for him. This 

that 


much dynamic material for discussion and int tion. This then, 
as illustrated above, is the central problem: What are the patient's 
pressing needs and what specific projects are best for their sati ions, 


"agetioliy spesking? 
to classify and code the needs ' of patients in a hospital 


tion proved futile. "There are numerous and obvious reasons 

this. Currently, then, the most pe solution to this problem 
ee incite com shady by who know well the projects 
available. In this way the coding already discussed narrows the list of 
projects generally suitable. The patient and his uniqueness determine 
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Activity Projects and Psychotherapy 


All available information, largely based upon clinical rather than 
experimental data, suggests that the several shock and chemotherapeutic 
approaches work best when combined with psychotherapy (1). The 
rehabilitative techniques described here are no exception to this judg 
ment. It is the purpose of this final section practically to discuss the 
coordination of rehabilitative activities with intensive and supportive 
psychotherapeutic methods, One way to accomplish this is by way of 
illustrative reference to case reports whenever suitable. ‘The integrative, 
perhaps modified “total push," can accordi be depi for each 
unique patient and his clinical problem as indicated in the following 
pages. 

The Hospitalized Psychoneurotic Because these patients are ordi- 
narily occupationally and socially incapacitated upon admission to the 
hospital, they present more difficult and more varied problems than 
those treated in college counseling or community mental hygiene centers, 
‘They show, in Pascal's words, greater psychological deficit (see Chapter 
14). The following idiographic data are selectively reported in order to 
illustrate a well-rounded therapeutic approach for a young man suffering 
taxonomically from a conversion reaction (monoplegia of the left arm 
with numerous anesthesias in other body areas). 

‘The patient, si 24, fint noted his symptoms a few weeks after 
his pie home military service, Upon entering his mother's house, 


in 
dc. E Ned, t the tient 
short distance from his mother. The , When cal pa 
to the hospital, Social service study in the E T the "s 
and other relatives) verified the hypothesis suggested above—a aes 
between a widowed mother set on selfish control all in her area of im 
fluence and a rebellious masculinity- proving son. As a —G 
was factually established that the mother had Ly heated 

son designate her as his in ad gegen imwrance policy 
while overseas, Instead he had en uncie, his lather — b 
To this the mother had delened, 1E e po yan ever ket you 
te, through with hod ymamiclly oriented and with pn Ticencs to the 

revealed 


ation, both DW 
TAT protocols, a robust, labile young 
a repertoire j eirg aded re 
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coaches during his childhood and adolescence was found, as one would 
suspect. Of high average intelligence, talkative, completely lacking in in- 
sight, and showing clearly Janet’s famous attribute (la belle indifference) 
toward his symptoms, he appeared ward-wise a well-adjusted and happy-go- 
lucky person who “belonged out of here and on the job” as an unperceptive 
attendant remarked ill-advisedly and to his own discomfiture. 


The diagnostic and therapy planning conference, after collation and 
discussion of all the data, prescribed the following approaches. The 
reader may wish to formulate the reasons for each. It was first recom- 
mended that the patient participate in intensive psychotherapy with a 
male therapist comparable in age to that of a father figure. Sessions 
were planned for five days each week. The team also agreed that all 
requests by the patient to “go home for the weekend on pass" be denied 
for the time being. The group also decided that the attendants, nurses, 
and other specialists with whom he came in daily contact should maintain 
an objective, somewhat detached, and not unduly sympathetic attitude. 
Second, an occupational therapy assignment was arranged in which he 
was instructed with a few other patients his age in the preparation of 
magazines for binding. The first step in this process required each man 
to rip and selectively discard covers and other parts. A young woman 
therapist was permissive and interfered little. Two weeks later, an 
older woman was deliberately substituted, owing to the planned transfer 
of the younger worker to “other duties.” Third, a corrective therapy 
assignment was outlined in which the recreation worker was instructed 
to teach the patient alone the game of golf. He was instructed at first 
never to criticize, never to compliment the patient’s progress. After a 
few weeks, constructive criticism was introduced in a matter-of-fact 
way. Later still, an occasional negative comment was to be made. 
Finally, the patient was introduced to a foursome, one of whom was 
known not only for his “good golfing” but also as a highly candid 
and profane critic. It is noteworthy that with the therapeutic plan 
as set forth, no direct attempt was made to treat the monoplegia 
which early disappeared in the hospital setting, only to be replaced 
by the complaint of low back pains. Psychotherapy sessions, analytically 
oriented, were eventually stormy by virtue of the patient's release of 
generalized hostility. The following selected comments come from 
recordings made at different stages in therapy: 


“That golf pro never says anything. Can't he talk? He just lets me 
blunder along. When I throw the clubs down, he just waits till I pick 'em 
up." 

“Today that guy said I was coming along O.K. First time he's said much. 
But he only said that after I had made the longest drive yet. Why doesn't 
he say something else? I'm used to having people holler.” 


“Today that joker on the golf course told me to sharpen up. I’ve been 
playing fairly good, not as good as I did at first. Sharpen up, hell. I can't 
figure him out. But I'll beat him at his own game; just give me time. You 
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know I landed in a sand trap today. He just stood there. I threw every- 
thing every which way and yelled. He asked me if I was practicing my golf 
or my swearing. I had to laugh. He sorta smiled. I didn’t know he could." 


“That there witch in O. T. had better shut her trap. I know how to 
rip covers off stuff. I've had lots of practice. I tore up a whole batch of my 
mother's stuff when I was a kid. I got whipped but I had to laugh about 
it all. She keeps nosin' around, seein’ if we're doin’ it right. Inspecting, 
she calls it. I'll inspect her. l'Il wop her one some time.” 


“That game of golf is fun. I never knew that pro could be halfway 
decent, I used to think golf was for sissies. Now here I am enjoying it 
[laughs]. And that joker that swears all the time, he . . . he keeps telling 
us all how to play. I see what goes. He swears like I used to throw things. 
And while we're on this, why on earth did I ever see Mrs. Johnson in O. T. 
as being just like my mother? She's not and that's that. I wonder what 


she thought of me at first?" 


Prior to discharge, the social worker and the vocational counselor 
were instrumental in helping the patient implement his strong urge to 
"get a job and live away from home" with his uncle. 


The Character Disorders. It is not uncommon for the alloplastic 
neurotic to enter the hospital with the law at his heels. Assuming that 
certain of these patients remain long enough for the initiation of treat- 
ment (or, according to their views, “until the heat is off’), the problem 
of assignment is easier to resolve than is the procurement of their co- 
operation. By and large, it is futile at the outset of their hospitalizations 
to assign them to elaborately structured activity programs. They refuse 
to participate regardless of verbal protestations to the contrary. If, for 
reasons of ward management, the team recommends “some sort of 
detail to keep them out of here” (an understandable goal in some in- 
stances), it is best to allow them to choose their own “details.” This 
will ordinarily take the direction either of the greenhouse, with the 
freedom of outdoors in which to roam, or toward competitive sports, 


where the patient shortly connives to dominate the scene and to antago- 
nize the other patients who had at first looked to him as their spokes- 
therapist is drawn into the mélée because 


man. The unwary corrective y 
he, too, was “taken in” and had too early assigned the so-called trouble- 


maker to certain supervisory duties in the group that he now refuses to 
perform or does in reverse. 


As a rule, then, the assignment to rehabilitative activities for those 


in this group best follows the initiation of psychotherapeutic procedures, 
direct and forceful from the first moment of the first interview (55). 
Once the patient—and he must have an older, experienced therapist— 
has found that he cannot manipulate, connive, and control this totally 
incomprehensible person, he becomes curious, intrigued, and continues 
with his sessions “to figure out that guy and see what his racket is. a 
the moment forcefully put therapeutic interpretations strike home, he 
is ready for a structured activity assignment to parallel his interviews. 
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This can but does not necessarily have to take the form of activities 
within the areas of his former free choices. Now they can be planned 
with at least a chance for therapeutic side-effects. Suffice it to say that 
such patients are best placed at first working alone (A-level socialization 
rating). 

Th hospital aide in the greenhouse, for example, is asked to tell the 
patient just once what to do and when to have it done. He is instructed 
not to inspect the project while the patient is still about. Ample time 
is allowed. The patient feels that he has “a good deal" (55), proceeds 
without being told (if told, he would refuse to comply) to explore, does 
more than assigned, as the days pass. When the content of the thera- 
peutic interviews indicates, the aide is telephoned and asked casually to 
inspect once each day. The “blowups” that occur, and they do, send 
the patient into his sessions ready for battle. This approach continues 
by increasing the complexities of the task, the supervision, and the 
number of armchair critics in the group. John, the subject of a case 
report in Chapter 16, was assigned to rehabilitative activities in this 
manner. All too few psychologists are aware of the learning that comes 
from the study and treatment of those in this group, and the social gain 
is immeasurable even with limited therapeutic success. 


Rehabilitative Therapy with the Psychotic. Leo Alexander (1) has 
recently referred to the frontiers of psychotherapy as those being mapped 
by the psychoanalytically oriented interpretative approaches developed 
by Frieda Fromm-Reichmann (15) and by John N. Rosen (45-47), 
among others. The former, making little distinction in theory and 
practice between the neurotic and the schizophrenic, presents numerous 
documentations of the therapeutic value of skillful interpretation in 
relation to the dereistic productions of ambulatory schizophrenic pa- 
tients. She, like all psychotherapists who work with psychotics, stresses 
their remarkable insights into the verbalizations of their fellow patients, 
and the unusually high qualifications needed by their therapists. Many 
young psychologists judge that psychotics “can’t be hurt by what you 
say” and hence are easier to work with either in a supportive or perchance 
an intensive relationship. All clinical evidence and all psychogenically 
phrased interpretations of the psychoses indicate the contrary. If one 
assumes, in view of our limited understanding of these states, the pres- 
ence of abject fear (45) or the operation of profound frustration (26) 
sufficient to have led the patient to choose a psychosis as a protective 
measure, then it follows that the therapist with the psychotic patient 
must indeed be expert in his use of transference '? and in the manage- 
ment of countertransference. He must indeed be an unusually stable 


12 This relationship is characteristically much more intense and fluctuating than 
it is with the psychoneurotic patient. Psychologists, with a few exceptions, today 
participate therapy-wise much more often with the latter group of patients, although 
supportive psychotherapy with the psychotic is sometimes done in the medical 
setting. 
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person to handle the taunts, the maneuvers, and the testings by his 
patient who must repeatedly check upon the therapist's acceptance of 
him. To this must be added the statement that such therapeutic ap- 
proaches usually require years of effort with each patient. The therapist 
must be able to provide “t.l.c.” (tender, loving care), tinctured with a 
firmness of control comparable to that required at times with the recal- 
citrant child (4). He, too, must be adroit at role-playing, as Rosen’s 
approach has demonstrated. Rosen, working with excited catatonic, 
hebephrenic, and paranoid patients, enters their psychotic worlds there 
to take at different times a series of roles symbolic of those people awe- 
somely feared by his patients and as expressed in their delusions and 
hallucinations. Slowly, interpretations coupled with strong positive 
transference and with the therapist's participation in the patient's 
unreal world have profound constructive effects. Rosen trains his pa- 
tient that these feared people are now friendly and love him. This he 
demonstrates by helping them do those ordinary things, such as the 
purchase of a suit or a pipe, that the “voices” have heretofore prohibited. 
Rosen's approach involves, therefore, speaking to and dealing directly 
with the exposed unconscious in the symbols used by the patient.'? 
This method differs from that developed by the late Paul Federn (14), 
who stressed the re-repression of exposed unconscious material. This 
direct therapy (47) by Rosen is based upon psychoanalytic principles 
and has been accompanied by numerous successes currently being fol- 
lowed to determine the long-term effectiveness of the approach. — 
The preceding paragraph has briefly described the use of intensive, 
interpretative, analytically oriented psychotherapy with the most nu- 
merous patients of all, the schizophrenic. This new approach is currently 
the subject of clinical and experimental study as well as of controversy 
(1). Certain critics maintain that the only psychotherapeutic approach 
to the psychotic, if any is advisable at all, is supportive, by means of 
which the therapist purportedly slowly trains the patient to cover up 
the exposed unconscious and to relearn that external reality is indeed 
safe. This approach is considered by some more appropriate for the 
chronic, custodial hospitalized patient who has failed to respond to any 
form of shock therapy. While certain medical specialists today recom- 
mend a form of psychosurgery (see Chapter 19) for selected patients 
in this group, others are held suitable for supportive psychotherapy. No 
one denies the supportive aspect present in the direct approaches re- 
ported above. What is denied is the use of interpretation as a thera- 


peutic tool. 8 
While psychologists are relatively new to this field, they do enter 
evel of assisting in the placement of the patient in 


the picture at the 1 he 
: ion activity once he is able to participate. The 


the appropriate rehabilitati 
usually primitive four-letter words sufficient to scare off the 


bly enough, easily understand the words. Reference is made 


18 These symbols are 
3-37 and 117-119 in The Psychiatric 


squeamish who, remarkal nol 3 
to this extremely important clinical datum in pp. 


Quarterly, 1947, 21, (46). 
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following illustration may assist in depicting the supportive approach 
and also serve to contrast the Rosen method previously mentioned. 


A 45-year-old schizophrenic patient, who had failed to show any improve- 
ment consequent to various shock therapies, has been hospitalized custodially 
for the past twelve years. Disoriented in time, place, and personal identity, 
he is alternately mute and mildly excited. His neologisms are of such a 
nature that no member of the ward’s staff understands him, as contrasted 
with the understanding assumed by several fellow schizophrenics who, in 
better contact, insist that he is talking about, among other things, how he 
and his younger brother used to play childhood games with cardboard disks 
and wooden chips, and how his brother “cheated on him.” When any 
effort to assist him physically toward any activity in the rehabilitation “shop” 
was made, the patient became mute and immobile. At a ward conference 
it was suggested that supportive psychotherapy be initiated. A youthful 
staff member was briefed and then asked to make a careful study of the pa- 
tient’s voluminous clinical folder. It was decided that each day the future 
therapist would casually visit the ward, becoming known to all. No attention 
was carly paid to the patient in question. Gradually the staff member ap- 
proached the patient until one day he was seated next to him. This pro- 
cedure was intermittently repeated until the latter began furtively to notice 
the visitor. One day the therapist sat down and leisurely drew from his 
pockets brightly colored disks of cardboard and a few wooden blocks. He 
toyed with these. Several other patients gathered around to ask “What's 
them things for?" The therapist merely replied "You play games with 
them." 

It is impossible here to give a minute description of the situation that 
slowly evolved. Suffice it to mention that one day a checkerboard was “by 
chance” found nearby. The therapist placed the brightly colored bits on 
the board in an indiscriminate manner. The patient, still wary, leaned over, 
shifted three into positions appropriate for a checker game. This was the 
beginning. In a few wecks the patient and therapist were, without verbal 
exchange as yet, playing checkers with the paper disks and the blocks—a 
Strange sort of game—but playing with objects. Later the patient greeted 
the therapist by silently handing him a box of red and black checkers the 
nurse had "found." When thanked for this act, he smiled and blushed. 
In a year this man was playing card games, was talking coherently much of 
the time, and referred less and less to the neologisms that the therapist had 
in the past ignored or merely nodded to in apparent agreement. 

Now seemingly unafraid of the therapist, the two proceeded each day to 
the “shop” where they together made another set of checkers for the ward’s 
social room. It was not long until the patient was able to go alone to the 
rehabilitative assignment, there to meet the therapist. Eventually, by plan, 
a new therapist was substituted. This dificult hurdle taxed the ingenuities 
of all concerned for a time. Shortly, however, the new therapist and the 
patient could be seen on the golf course, first walking, then putting, and 
much later, playing a game. These points illustrate that the chronic, cus- 
todial patient oftentimes can be made ready for rehabilitative assignment. 
Many on the “back wards” of hospitals are totally incapacitated and cannot 
be expected to participate in these programs until prepared for them. Sup- 
portive psychotherapy and rehabilitative techniques can be matched just as 
the activity therapies can accompany the intensive therapeutic approach, 
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Reference may be made at this point to Roland’s persuasion therapy, 
a direct, supportive technique devised recently by a corrective therapist 
(44) to retrain and rehabilitate the chronically stuporous catatonic 
patient. By the use of repeated phrases and by continuous hand massage 
of the patient’s neck and face muscles, the therapist attempts to give 
reassurance and reduce tension. Once the patient is no longer, by 
hypothesis, afraid, he begins to whisper, mumble, speak a word or two, 
to read, and then to speak short sentences—sometimes for the first time 
in five years. At this point the re-education and corrective therapists 
enter to further the slow gropimg toward the acceptance of objects, 
events, and people. The ball, as an object in numerous simple games, 
is much used for this purpose (9). The patient is eventually made ready 
for careful, supervised assignment to the rehabilitative activity program. 
Upon occasion, a few patients rapidly regain contact and can soon be 
discharged if their families are psychologically accepting. Evaluations 
by psychological methods of selected patients midway and at the ter- 
mination of Roland’s direct tactual-verbal approach indicate clearly 
their behavioral improvement superimposed upon a still present classic 
set of schizophrenic indicators (41). : 

The activity program can equally well be applied to those suffering 
from the affective psychotic disorders, including manic-depressive pa- 
tients. In one instance, to illustrate, a manic young man, who was 
confronted in interpretative therapy with the fact that "things were not 
quite as wonderful as they seemed" and who spent hours between ses- 
sions polishing his shoes, smearing all and sundry objects nearby with 
shoe polish, was assigned to finger painting. Here, under the tutelage of 
a carefully chosen worker, he smeared, dirtied, and almost literally wal- 
lowed in his chosen red paint. His sessions were in large part given 
over to his verbose and primitive interpretations of “my paintings 
which, in turn, were interpreted by the therapist with reference to the 
adjudged dynamics pertaining to the Oedipal situation. Gradually the 
paintings took on form, a bit of balance, and the colors toned down. 
These changes in artistic productions were concomitantly noted in his 
sessions, where more coherent discussion of topics replaced the manic 
flow in earlier interviews. The depressed patient, likewise, can profit 
from the combination of rehabilitative activity and psychotherapy. Of- 
ten, cleaning details and assignments that require putting items in 
orderly arrangements can provide a basis for corrective emotional re- 
lease which offers some immediate benefit to the patient, These com- 
bined with the support provided by the transference relationships in 
the therapeutic interviews can make for progress. Bychowski ( 5 ) ma 
sents a series of chapters describing psychotherapeutic procedures usefu 
wil ffective disorders. i j 

T ie rehabilitative activities are prescribed in the A RM 
ment of therapeutic regimens for those patients undergone 3 series d 
shock therapy as well as for those recovering from any one of the severa 


forms of brain surgery. 
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Rehabilitative Approaches: An Evaluation 


The techniques broadly designated as rehabilitative are so considered 
largely on the basis of clinical impression and medical evaluation. Many 
experimentalists question the accuracies of these judgments and main- 
tain that no effort has been made to determine just how many patients 
recover when “left to themselves,” as many indeed were prior to the 
initiation of this approach. While the problems for the development 
of long-range research programs in this field are not insurmountable, 
and while a few such studies are now in progress (16), it is true that 
limited data are currently available. While not completely satisfactory 
from the technical standpoint, a project designed by Miller and Clancy 
(35) is pertinent. They wished to check the hypothesis that “back 
ward” hospitalization was at least in part socially crippling and re- 
versible. For a six-month interval prior to the experiment they studied 
100 chronic patients whose social histories, ward adjustments, and all 
other pertinent details became well known to them. All patients had 
been hospitalized from “two to seventeen years.” To check upon their 
hypothesis, at the end of the interval they transferred 40, and later the 
remaining 60, schizophrenic patients into an active treatment ward 
where for a second six-month interval gay colors, pictures, easy chairs, 
baths, privacy, occupational therapy, recreation, music, and social hours 
were, among many other objects and events, daily occurrences. By in- 
genious planning and staff instruction the undesirable ward adjustment 
patterns were disrupted and numerous positive changes were noted. 

They report the following results: The 100 patients had during the 
first six months demanded and had received 680 dosages of sedative drugs 
as contrasted with twelve such requests during the second interval. 
Restraint cuffs were used only once on the new ward as opposed to their 
frequent usage out of necessity on the former. Cups, flower pots, and 
other items, while broken frequently during the early period, were rarely 
if ever dropped during the second. Ninety-eight of the 100 became more 
active, as indicated by sociometric indices. Ten were discharged to their 
homes, as opposed to none during the preceding interval. The authors 
conclude that social crippling by hospital regimens is largely responsible 
for the apparent but reversible deterioration shown by chronic psychotics. 
Miller and Clancy accordingly hold that rehabilitative approaches, when 
properly used, are salutary. 


Summary 


All varieties of intensive or reconstructive therapies readily combine, 
when carefully planned, with rehabilitative programs of work and play. 
In addition to giving the hospitalized patient “something to do between 
treatments,” they promote productivity in psychotherapy interviews, 
prevent the development of undue dependence upon the hospital and its 
staff as family surrogates, and, above all, they promote unwittingly the 
mastery of skills that augur well for social participation in the com- 
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munity. The scope of these programs has presently been set forth and 
a method sketched whereby the patient’s therapeutic needs can be 
matched to a first approximation with the satisfactions that accrue from 
the project. In this way the patient early achieves success which is by 
assumption intrinsically rewarding and for which achievement he, in 
the early stages of the activity, is immediately rewarded by the therapist. 
This approach, combining intensive psychotherapy with rehabilitative 
play and other activities, can be used with the psychoneurotic, with the 
conduct disorders, and with all the psychotics. Under these circum- 
stances the approach is said to be adjunctive. 

For the chronic psychotic and for other custodial patients the re- 
habilitative approach is applied only after the patient is made ready for 
it by way of intensive or supportive psychotherapy, or after improvement 
subsequent to shock or lobotomy techniques. Here, too, evaluation of 
the individual patient and full knowledge of the projects available are 
imperative in order wisely to structure the setting from which in due 
time accrues its byproducts in the form of behavioral change. Patients 
thus assigned are participants in continuous treatment programs. 

Rehabilitation as a new field of specialization cuts across the barriers 
of numerous disciplines, regardless of whether one focuses upon its 
general medical or the psychiatric features. The specialized skills needed 
here and provided by those from many fields are eagerly sought after. 
It, too, needs the forthright application of modern research techniques 
by means of which to check the vast and unsorted array of clinical dicta. 
The psychologist imbued with the logic of the problem method has 


much to offer this new specialty. 
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PART V 
THE CLINICIAN AND RESEARCH 


Chapter 25 


RESEARCH IN CLINICAL PSYCHOLOGY 


By Lxowanp S. Kocan, Pu.D. 


D EBATE Often arises as to whether the practice of clinical psychology is 
an art or a science. The fact that so-called clinical psychologists are 
continually enlarging their theater of operation makes it extremely diffi- 
cult to define or even describe the precise role of the clinical psycholo- 
gist. For the most part, however, the resolution of the debate seems 
clear enough: clinical psychology as practiced today is a mixture of both 
art and science. The sensitivity and integrative capacity demanded of 
the psychological clinician in carrying out effectively his two major 
service functions, diagnosis and treatment, make it appear almost axio- 
matic that his activities can never be reduced to a completely systematic 
and scientific discipline. Clinical activities transcend formula tables and 
mechanical laws. Artistic components will probably always be de- 
sirably present in the pattern of intervention provided by the particular 
practitioner when dealing professionally with the unique configura- 
tion presented by the particular patient or client * in his particular 
environment. 

Yet at the same time there is every hope that the professional practice 
of clinical psychology will become more and more of a science-based art 
through the planned application of creative research effort. Perhaps 
the chief function of scientific research in the clinical area is to provide 
the practitioner with a constantly growing stockpile of tested principles, 
concepts, and techniques which will supplement and implement what- 
ever logic, skill, and empathic talent he himself possesses in his own 
tight. The analogy between the practicing clinical psychologist and the 
practicing physician who draws on many kinds of basic and applied 
research in performing his function needs no elaboration for readers of 
the present volume. Possibly the best defense that the clinical psy- 
chologist can present against the continuous bombardment of "theories 
and “hints to the practitioner" is to protest, “That sounds plausible but 


show me the evidence!" 
* See footnote on page 94 for a comment on the use of the terms patient, client, 


and subject. 
661 


662 AN INTRODUCTION TO CLINICAL PSYCHOLOGY [25 


Basic Approaches in Clinical Research 


Both the general research orientation and the variety of investigatory 
methods of today’s clinical psychologist are the product of many con- 
ceptual trends in the history of psychology, psychiatry, and allied pro- 
fessions. One of the most interesting of these trends is what Allport 
(2) has called “Approaches to the Individual Within the Science of 
Psychology” and Rosenzweig (43), the “Fate of the Individual in the 
History of Psychology.” We shall endeavor to trace briefly how the 
individual has become a legitimate object of scientific inquiry. It should 
be emphasized, however, that no implication should be drawn that the 
approaches described are mutually exclusive. 


The Nomothetic Approach, The earliest approach to the individual 
in the formal history of psychology as a science was the search for gen- 
eral abstract principles which would be applicable to all human beings. 
This point of view, promulgated in the experimental studies of Wundt 
and his students, has come to be known as the nomothetic approach 
and is still characteristic of the investigator's aspirations in many phases 
of clinical psychology. Although the individual as an individual is 
largely neglected in this approach, there can be little question that in 
many fundamental ways all individuals are alike. Moreover, the under- 
lying assumption in this approach that psychological phenomena are 
de Mig to empirical investigation is the keystone of all psychological 
research. 


The Normative Approach. A second major approach to the indi- 
vidual in psychology stems largely from the pioneering work of Galton, 
Cattell, and Binet in developing tests of individual differences. In this 
tradition, discrepancies between the individual and man-in-general are 
explicitly recognized. It is presumed that the diagnostic task can best 
be fulfilled by describing individuals in terms of the relative degree to 
which they possess or exhibit common traits, attributes, or functions. 
This approach has come to be known as the psychometric, differential, 
or normative point of view because of its emphasis on quantitative 
measurement, interindividual differences, and group norms as the basis 
for interpreting individual characteristics or performance. 

Research in the psychometric tradition has been most productive in 
the development of methods for the cross-sectional appraisal of abilities, 
aptitudes, achievement, and interests. The typical psychometric instru- 
ment consists of a series of structured items designed to elicit responses 
which can be scored in an objective, i.e., mechanical, manner. Person- 
ality inventories, scales, and questionnaires constructed along traditional 
psychometric lines, beginning with Woodworth’s Personal Data Sheet 
of World War I, have been the subject of literally hundreds of research 
endeavors. While it is sometimes claimed that clinical and research 
uses of psychometric personality inventories have waned in recent years, 
Ellis (22) has reported on the basis of a survey of the literature during 
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1946-1951 that “far more research and theoretical papers on personality 
questionnaires have been published during the past six years than . . . 
during any equivalent period in the history of psychology.” 

Part and parcel of the psychometric tradition has been the develop- 
ment and elaboration of the mathematical rationale underlying the 
construction and interpretation of mental tests. Most of the criteria 
we ordinarily use in assessing the utility of diagnostic instruments—such 
as reliability and validity—are the heritage of this tradition. Similarly, 
the important role that statistical analysis has assumed in psychological 
research is largely attributable to the influence of the differential ap- 
proach. 


The Idiographic Approach. In the third and most recent approach 
to the individual, “the individual as such occupies the center of psycho- 
logical attention and the effort is made to understand him as a unique 
world of events” (43). The point of view that the individual as such 
is a legitimate object of scientific research has come to be known as the 
idiographic approach. Actually a number of different influences have 
more or less converged to bring the individual to the forefront as a major 
object of study. Among these are psychoanalysis with its emphasis on 
the dynamics and development of the individual personality, field theory 
and phenomenology with their concentration on the individual's “in- 
ternal frame of reference," and personology (2) which stresses the 
investigation of the unique trait organization of the individual. — 

Diagnostic methods in clinical psychology have been greatly influ- 
enced by the idiographic approach, especially in their attention to dy- 
namic-genetic considerations. One of the chief clinical products of this 
tradition has been the development of projective methods of investigat- 
ing personality. In contrast to the structured stimulus conditions pre- 
sented to subjects by psychometric instruments, the essence of projective 
techniques is to present ambiguous stimuli to the subject under the 
assumption that his responses will reveal his underlying pattern of 
motives, conflicts, and mechanisms. Although projective methods of 
personality evaluation are favored by many clinicians on the basis of 
personal experience, one of the greatest challenges to clinical research 
today is to objectify and verify systematically the many untested con- 
cepts which are liberally employed in the interpretation of projective 
test protocols. ; 

The development of appropriate statistical methods for handling data 
from the individual has become an area of increasing concern for clini- 
cians and research workers. ‘Thus far “statistics for the individual” have 
been based on the supposition that traditional group-centered s er 
methods employing interindividual norms, such as group averages an 
standard deviations, can be converted to individual-centered methods 
by utilizing such concepts as intraindividual norms and the assumption 
that data for the single case can be treated as an independent universe 


(55). 
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Concepts and Variables in Clinical Research 


The stock-in-trade of the research worker in any field of empirical 
scientific inquiry are the variables which he selects for study and the 
concepts which guide his selection. We are using the term “variables” 
in the broadest sense to refer to categories, conditions, attributes, or 
measures. Depending on the frame of reference and purpose of the 
investigator, such variables may be derived from precise measurement 
of very specific, circumscribed items of behavior or, at the other extreme, 
they may be based on clinical judgments (1) of very complex phenom- 
ena, such as level of adjustment or quality of transactions between the 
individual and his environment. One of the most challenging problems 
which confronts the investigator who attempts to carry out research of 
significance in clinical psychology is to develop and work with concepts 
and variables which not only meet scientific criteria, such as clarity of 
definition, communicability, objectivity, and mensurability, but also are 
of reasonable relevance to the needs, goals, and interests of clinical 
practice. 

Specifying what variables are important to study in clinical research 
and how to study them is a particularly difficult and complex task. Since 
previous chapters in this book have described many clinical concepts 
and data-collecting techniques such as direct observation, interviewing, 
testing, and so on, for obtaining empirical information related to these 
concepts, we shall not duplicate such material in this chapter. It cannot 
be emphasized too strongly, however, that the methods and models of 
modern research design and statistical science have stressed rather than 
minimized the need for adequate conceptualization and theorization 
within the subject matter of any field of objective research inquiry. 
From the standpoint of scientific utility, as invariably pointed out in 
discussions of the underlying philosophy of scientific method (14, 15, 
18), adequacy of theorization must be judged, not on the basis of the 
self-evident plausibility of any concept or set of concepts, but only to 
the degree that empirically verifiable consequences can be deduced from 
such concepts. By the same token, any piece of circumscribed empirical 
research takes on significance primarily to the extent that it relates to, 
reinforces, or extends some more broadly applicable conceptual scheme. 

By and large the central subject matter of concern to clinical psychol- 
ogy is personality and adjustment. This basic subject matter is often 
masked in research which appears primarily to be involved with the 
development and evaluation of various testing devices and therapeutic 
techniques. On the surface such research may seem to be test-centered 
or therapy-centered, but the ultimate objective of inquiry is the person- 
ality and adjustment of the client. This is clearly the case in the 
etiological, diagnostic, and prognostic aspects of clinical research, but 
it is also true for the large field of research interest which is concerned 
with developing methods for objectively assessing the outcomes and 
effectiveness of psychotherapy. Fundamentally, all methods for measur- 
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ing the results of therapy must logically concern themselves with the 
difference between the personality and adjustment of the patient before 
and after therapy. 

In a recent symposium on psychological theories and their potential 
contribution to the task of evaluating the results of psychotherapy, 
representatives from several different viewpoints, e.g., field theory, learn- 
ing theory, psychoanalytic theory, and so on, proposed some twenty-five 
variables which they considered to be of significance in assessing the 
outcomes of psychotherapy (50). For most of the variables suggested 
there are at present no well prescribed techniques for measurement, and 
hence neither the reliability nor validity of such theory-deduced variables 
is known. Before one should even consider utilizing most of the vari- 
ables in an assessment program, much work needs to be done, not only 
to demonstrate the relevance of each variable to the successful outcome 
of psychotherapy but also the extent to which each is suited to de- 
pendable measurement. 

In a literal sense, moreover, almost all of the variables suggested are 
indirect “indicators,” rather than ultimate criterion variables intrinsically 
relevant to the success of psychotherapy. For example, among the 
suggested variables for which some notion of reliability of scoring is 
presently available are Dollard and Mowrers Discomfort-Relief Quo- 
tient (19) and Raimy’s Self-Concept Quotient (32, 40). Both of these 
variables can be scored from content analysis of electrically recorded 
interview protocols and both are deduced from theory, but it still remains 
to be demonstrated to what degree either reflects the actual adjustment 
of the client in his every-day living. A similar state of affairs exists for 
the most part with regard to variables obtained by applying various 
psychometric or projective tests to clients of psychotherapy or counsel- 
ing. Muench (38), for example, has attempted to evaluate nondirective 
psychotherapy by giving the Rorschach Test, the Kent-Rosanoff Free 
Association Test, and the Bell Adjustment Inventory to patients before 
and after therapy. Berg (5) has summarized the various methods used 
in studies of the effectiveness of therapy into six main classes: (1) psy- 
chological test-retest methods; (2) ratings by the client, acquaintances 
of the client, or clinicians; (3) physiological and organic measures; 
(4) environmental and achievement correlates; (5) verbal behavior of 
the client; and (6) experimentally induced maladjustment. Until 
there is convincing evidence, however, that scores derived from one 
method or another are closely related to such things as the client's 
personal and social adjustment in his home and on the job, to use any 
particular method for assessing the seca of therapy is more an act 

i n an act of objective evaluation. a 
E T pnis of drop ultimate criteria related to the dese 
of diagnostic appraisal and the success of psychotherapy has been dd 
cussed by Hunt (30). He suggests, in effect, that such criteria must 4 
based on some as yet unknown method for combining the yi o 
therapeutic outcome by (1) the client, (2) other persons whose lives 
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are directly affected by the client, and (3) society in general. It is 
noteworthy that this conception relegates the judgment of the therapist 
to the status of an "indicator" needing validation rather than an ultimate 
criterion, unless it can be assumed that the therapist’s opinion represents 
the voice of society. By the same reasoning, even the pooled judgments 
of a jury of therapists would in turn have to be validated against a more 
ultimate set of criteria. If it is essential to find criteria which are inde- 
pendent of the viewpoints of adherents to various “schools” of therapy 
or personality theory, the task of determining such criteria seems almost 
impossible. 

In a rigorously scientific sense, however, there is no logical necessity 
for finding criteria which satisfy all viewpoints. The only demand we 
can scientifically make is that the empirical variables specified within 
any given conceptual scheme as being of significance for assessing the 
outcomes of therapy be logically related to, i.e., deducible from, the 
given conceptual scheme. Despite this, it can probably be taken for 
granted that the goals of various "schools" of therapy are closely enough 
related so that a fair degree of consensus about criterion variables could 
be arrived at. 

So far we have discussed only the problem of the establishment of 
valid indicators of adjustment. These may be regarded as the “depend- 
ent" variables in the total job of evaluating the results of therapeutic 
service. The objectives of many forms of treatment service are, of 
course, more concrete than the vague aim of an overall improvement in 
the functioning of the client. With less ambitious and more circum- 
scribed goals, the task of determining significant indicators will be more 
easily achieved. But at the same time it should be clear that the attain- 
ment of valid diagnostic methods represents only half of the story if 
productive effort is to be carried on in the area of evaluative research. 
Measurement of results at the termination of therapy—and, of course, 
we must add follow-up if we are interested in the degree to which any 
change is maintained or latent—would have only minimal value for 
the theory and practice of counseling and psychotherapy. 

One might refer here to what could be called the problem of solving 
the “evaluative equation." One side of this equation would consist of 
dependent variables representing outcomes of the treatment service 
while the other side of the equation would consist of "independent" 
variables representing what went into the treatment. In addition to 
variables intrinsic to the client, Watson (52) has described the per 
tinent classes of variables as situational variables, therapeutic variables, 
and therapist variables. Here again—as in the case of determining 
variables which depict the outcomes of service—only adequate theory 
combined with empirical testing can decide which of the host of poten- 
tial determinants are the significant ones. 

In the task of developing concepts of importance for the more effec- 
tive practice of clinical psychology and methods for measuring variables 
derived from such concepts, it seems clear that statistical methods can 


25] RESEARCH IN CLINICAL PSYCHOLOGY 667 


play a significant role. While the invention of hypotheses to be tested 
is not primarily a statistical operation, it is ihe opinion of the present 
writer that research intended to check the validity of hypotheses and to 
suggest new hypotheses can be carried out in a more efficient and con- 
vincing manner if attention is given to statistical considerations in the 
design and analysis of studies. 


Research Design in Clinical Psychology 


Before describing some of the general contributions which statistical 
research methodology can make to investigations in clinical psychology, 
it is important to indicate the present status of statistics as an organ of 
scientific method. Few people, including many who are classified as 
research workers, seem to be aware of the fact that the last twenty-five 
years has witnessed what has amounted to a revolution in the basic 
principles and concepts of scientific research experimentation. For 
several centuries the sole model of scientific method in research was 
based upon the so-called rule of the single variable. This rule dictated 
the simple prescription that in carrying out a "scientific" study all varia- 
bles but one should be kept constant. ‘This one factor is varied in a con- 
trolled manner by the experimenter and the effect of this variation on 
some designated "dependent" variable is carefully measured. The pat- 
tern of covariation between the experimentally controlled "independent" 
variable and the "dependent" effect variable is then analyzed in order 
to arrive at a statement of the functional relationship between the two 
variables. By systematically proceeding from one experimental factor 
at a time to the next, it would be anticipated that ultimately all the 
essential laws within a selected domain of interest could be determined. 

This “one variable at a time” model of experimentation, which was 
developed in the physical sciences, obviously limited the application of 
rigorous scientific method to the laboratory since the “world outside 
does not readily lend itself to the arbitrary control of all variables but 
one. Fortunately, the rule of the single variable as the only acceptable 
principle of scientific research has now been amended. The newer logic 
of scientific experimentation has largely been due to the impact of the 
writing and teaching of one man, the English statistician, R. A. Fisher 
(27). The scientist qua scientist is no longer confined to the restrictive 
conditions of the laboratory. Through Fisher's development of the prin- 
ciples of modern experimental design and the associated statistical 
techniques of analysis of variance and covariance, researchers are now 
able to do respectable experimental work outside the laboratory, dealing 
productively with the problems of making valid inferences from studies 
which involve the simultaneous variation of more than one independent 


variable at a time. 

The newer logic of exper! 
research in which it is poss! 
ables and conditions in a con 


imentation deals primarily with the type of 
ble for the investigator to manipulate vari- 
trolled manner. In this chapter we shall 
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refer to this type of investigation as experimental research. The other 
major class of research investigation will be referred to as survey research. 
Although the investigator does not actually manipulate variables in the 
latter type of research, the same kinds of underlying assumptions are 
generally made in the analysis of data and interpretation of results in 
both experiments and surveys. 


Sampling Problems in Clinical Research. Most investigators in 
carrying out investigations in the clinical area are not content with 
providing descriptions and drawing conclusions limited to the particular 
sample or samples which they have directly studied. This is true 
whether the investigator is engaged in experiments or surveys, or whether 
he is doing cross-sectional or longitudinal research. Since scientific in- 
quiry implies a search for general principles rather than for statements 
which hold only for directly observed data, one of the most important 
problems in research is how best to draw reasonable inferences about 
populations on the basis of what is found in samples. The problem of 
drawing inferences from samples to populations holds not only for the 
subjects who are studied but also for objects, e.g., stimulus situations and 
tests (7). In other words, we must usually think of the particular groups 
of individuals studied as samples from either real or hypothetical popu- 
lations and we must similarly consider the particular variables studied 
as samples from populations. 

The logical rules of procedure for drawing valid conclusions about 
populations from observations taken on samples are generally referred 
to as the principles of statistical inference. Detailed consideration of 
problems of statistical inference are beyond the scope of this chapter, 
but pertinent discussions are found in many statistical texts, and in 
articles by McNemar (34) and Marks (36). It is clear that the basic 
postulate in drawing conclusions about populations from samples is that 
some clement of randomness enter into the sampling process at some 
point in the investigation. The entire logical structure of statistical 
inference is built upon the notion that each element in a population or 
subdivision of the population has an equal chance of appearing in the 
sample. This basic postulate obviously places two primary demands 
upon the investigator: (1) a clear definition of the population to which 
he intends to generalize and (2) a reasonable degree of assurance that 
the sample studied may be considered a random selection from the 
specified population. 

Unfortunately, the problems of satisfying these two primary demands 
for statistical inference are almost insuperable in many areas of clinical 
research. As Webb (53) points out in an excellent discussion of statis- 
tical inference in the area of psychopathology, the populations typically 
implied in clinical research are measures on groups of patients who have 
been diagnosed as falling into one or more Kraepelinian descriptive cate- 
gories. Results for samples are usually treated as if they were representa- 
tive of such diagnostic categories in general. Even if it were possible 
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to define clinical populations in a satisfactory manner so that diagnostic 
criteria were fairly consistent from hospital to hospital and from clinician 
to clinician, the practical difficulties of drawing random or stratified 
samples from such populations would be great. Actually in most studies 
the samples used by investigators are selected on the basis of availability 
rather than by acceptable sampling procedures from specified popula- 
tions. Deming (17) has coined the term chunk to refer to such samples, 
which are merely convenient slices of some population, and he empha- 
sizes that the usual procedures for statistical inference based on critical 
ratios, t-tests, chi square, and so on, hold neither for such “chunks” nor 
for “judgment-samples” which are based upon the deliberate attempt 
by the investigator to select a “representative” sample. 

The implications for clinical research are clear. In most clinical 
studies populations have been poorly defined, if at all, and nonrandom 
sampling has been the rule rather than the exception. If scientific ad- 
vance is to be made, more attention must be given to sampling considera- 
tions in the future. It seems only reasonable to expect that many of the 
perplexing differences in conclusions reached by investigators inde- 
pendently pursuing research on similar topics will be resolved when 
problems of population definition and sampling are taken more seri- 
ously. 

Experimental Research: Classical Evaluative Design. Possibilities 
for carrying out research in areas of interest to the clinical psychologist 
in which the investigator is able to manipulate conditions are limitless. 
Many conclusions based on experiments have already been cited in this 
book. Although other examples would be simpler, we shall illustrate 
some of the basic concepts of experimental research by further reference 


to the problem of evaluating the effectiveness of psychotherapy. What 


we shall call the classical evaluative design is based on the principle, 


mentioned previously, of keeping all variables but the experimental one 
constant. In its simplest form this principle has developed as the 
control group design. One group of clients, labeled the experimental 
or treatment group, i5 provided with some specified program of psycho- 
therapy while a second group, supposedly equivalent to the treatment 
group in every relevant way, is not treated. Thus all variables are in- 
tended to be kept constant except the critical one of therapy, which is 
varied through two degrees—therapy vs. no therapy. Appropriate meas- 
ures would then be analyzed, yielding a basis for comparison of the 


treatment and the control group. i 

Granting the difficult ethical RO in withholding treatment from 
the control group and the practical problem of securing comparable 
data from both groups, there are in addition many methodological prob- 
lems which must be faced in attempting to apply the control group 
principles. Assuming that relevant measures can be obtained, there is 
the question of how to set up equivalent groups. The ideal control 


group design of equating the two groups on all characteristics signifi- 
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cantly related to the dependent measures under study is unrealistic. 
Various matching techniques have been described (28), including the 
method of precision control, i.e., matching pairs of cases on one or more 
designated variables such as sex, age, I.O., or socioeconomic status, and 
the more flexible method of frequency distribution control, i.e., allocat- 
ing cases to the groups so that the frequency distributions of selection 
variables are comparable. Even when matching takes place on what are 
presumed to be relevant factors, it is still necessary to randomize within 
the framework of matching, e.g. tossing a coin to decide which of a 
matched pair of cases goes into each group. In many cases it seems 
probable that some complete randomization method, without matching, 
such as the allocation of alternate cases in a sample to each group, is 
not only the most easily accomplished selection procedure but provides 
the broadest basis for generalization. 

No mention has yet been made regarding how measures representing 
effects would be handled to yield a basis for comparing the two groups. 
Although terminal scores obtained either immediately after the com- 
pletion of treatment or at some specified follow-up period are sometimes 
used, the better logic of measurement would dictate that a “before- 
after" design be employed. In this design each of the groups would be 
measured on the same variables before and after treatment. Difference 
scores or "shifts" in the control group based on the time interval speci- 
fied for treatment in the experimental group would be a baseline indi- 
cating the change to be expected under the usual circumstances of life, 
including potentiality for spontaneous recovery. Tests of significance 
of the net difference between the "shifts" within each group would be 
used to decide whether treatment was effective (35). 

The classical evaluative design may be extended to include other 
treatment groups, each representing further variation in the experi- 
mental factor. In this way several treatment methods could be com- 
pared, not only with the control group but with each other. Solomon 
(44) has suggested other elaborations of control group design. Despite 
such elaborations, however, a major objection to the classical design is 
the relative paucity of information supplied to the investigator. In 
general, results are limited to over-all comparisons between groups. At 
the conclusion of such an evaluative program, the investigator might 
be willing to conclude that therapy A is somewhat more effective than 
therapy B and that each therapy is better than no therapy at all. Even 
though such a conclusion might be satisfying to proponents of therapy 
A, there would be little feedback to either theory or practice. Within 
the classical design it would be difficult to relate variations in outcomes 
of service to variations in clients and their problems. Similarly, limiting 
classification of treatment methods to gross categories, e.g., directive vs. 
nondirective counseling, would preclude finding out whether certain 
aspects of treatment do better with certain kinds of clients. Therapy, 
even when designated by some over-all label, is never a unitary factor. 
Obviously, the bases for generalization from the classical evaluative de- 
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sign are very limited in comparison with the problems and costs of 
execution. 


Experimental Research: Modern Evaluative Design. Our concep- 
tion of modern evaluative design is based on principles of the factorial 
experiment. In contrast to the classical rule of varying only one factor, 
the factorial experiment involves the simultaneous controlled variation 
of as many factors as the investigator desires. The advantages of the 
multifactor study over the single factor study are considerable. Effects 
of several factors may be evaluated from no greater a number of observa- 
tions. The effects of factors in combination may be assessed as well as 
the effect of single factors. Most important of all, each factor is evalu- 
ated, not with other factors kept arbitrarily constant, but over the range 
of variation of the other factors. 

Edwards and Cronbach (21) have furnished a simple illustration of 
the factorial design in the context of evaluating results of psychotherapy. 
Let us suppose that we wish to compare two types of therapy provided 
to two groups of clients, one group with a high degree of initial dis- 
turbance and the second with a low degree. If we design this problem 
as a factorial experiment, discrepancies in response between type of 
patient and type of therapy show up in what is called “interaction.” 
In the 2 x 2 table below, the classification at the top, A and B, repre- 
sents the two methods of therapy while the classification on the side 
corresponds to the two types of clients. The entries in the four cells 
of the table are mean scores on the dependent variable. 


"Therapy 
A B 
High disturbance 6 6 
Low disturbance 12 8 


These data suggest that therapy A is more effective than therapy B. 
This much would have been obtained from the classical design. The 
surplus information obtained from the factorial design is the suggestion 
of an “interaction.” The more disturbed clients appear to give the 
same response regardless of the type of therapy, while the less disturbed 
clients respond better to therapy A. As a matter of fact, it seems that 
the apparent overall superiority of therapy A is duc to its superiority for 
the less disturbed clients. Of course, in an actual study such inferences 
would be based on appropriate tests of significance. This example is 
actually the simplest possible multifactorial design. The student might 
find it an interesting exercise to attempt to set up a table allowing for 
evaluation of effects in a design involving three types of therapy, three 
types of clients, and therapists of two degrees of experience. » 

Appropriate methods for analyzing results from factorial studies A 
provided by techniques of analysis of variance. | In general, these tech- 
niques are simply an elaboration of tests of significance between means. 
A further extension of such methods is provided in analysis of covariance 
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by means of which it is possible for the investigator to adjust experi- 
mental comparisons for the influences of extraneous uncontrolled vari- 
ables. 


Correlational and Factor-Analytic Research Designs. One of the 
most ubiquitous symbols in clinical research is the correlation coefficient. 
We are using the term correlation coefficient in a broad sense to include 
not only the Pearson product-moment correlation but its many variants, 
such as rank correlation, contingency coefficient, and so on. As is well 
known, the correlation is a summary index of the degree of association 
or interdependence between sets of paired scores, In general most 
studies involving correlations may be regarded as forms of survey re- 
search rather than experimental research, if by the latter we mean 
research in which at least one independent variable is manipulated in a 
controlled manner by the investigator. Correlation coefficients serve 
many purposes in clinical research, of which the following may serve as 
examples: test validity based on correlation between test scores and 
criterion scores; test reliability based on correlation between split-halves, 
repeat tests, equivalent test forms, and so on; judge or observer re- 
liability based on correlation between judges or observers scoring or 
rating the same case material or cases; correlations used to indicate the 
relationship between different tests, attributes, or functions; correlations 
to measure agreement between predicted and actual performance. Cor- 
relational approaches have probably most frequently been used in 
connection with test construction methodology and in exploratory 
studies to suggest hypotheses to the investigator. Logically, however, 
correlational methods may also be used to test hypotheses. Correlation 
between variables, as the student well knows, does not necessarily imply 
any direct causal relationship between the variables and, in general, 
imputation of causal relationship is stronger in the case of experimental 
research than it is in Survey research. 

Closely related to the correlational approach is the more basic con- 


Another extension of correlational techniques, also dependent on 
principles of multiple regression, is afforded by partial correlation meth- 
ods. In its usual application the partial correlation substitutes statis- 
tical control of variables for experimental control and is a device for 
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estimating what the correlation between two variables would be if one 
or more other variables had been kept constant. 

Still another extension of the correlational approach which has been 
used for many years in a search for underlying “dimensions of mind and 
personality” is factor analysis. As the reader knows, the subject of factor 
analysis has been controversial ever since its development by Spearman, 
and there are a number of systems for carrying out factor analyses. The 
general aim of all systems is to intercorrelate a number of variables and 
then determine a smaller number of factors which account for the 
observed intercorrelations, Eysenck (23) has recently presented a strong 
case for factor analysis as a primary approach in personality research. 

In 1946 Cattell (8) integrated the realm of applicability of correla- 
tional and factor analytic studies with his conception of the covariation 
chart, actually a cube with the three dimensions: persons, variables, and 
occasions. The type of correlation which is most familiar and which 
has been used in most factor analytic studies is the correlation between 
two variables derived from paired scores for a sample of persons. This 
type of correlation, however, is only one of six basic designs for formulat- 
ing correlations. Although the classification below refers to factor 
analytic studies, it should be evident that in many situations the in- 
vestigator may decide not to carry a particular analysis beyond the stage 
of drawing conclusions from the observed correlations. Nomenclature 
is adopted from Cattell (12, 13). 


1. R technique, based on the traditional correlation between vari- 
ables on a series of persons. Paired variable scores are obtained 
for each of N persons; the occasion is presumed to be a constant 
or irrelevant. 

2. P technique, based on the correlation between variables on a 
series of occasions for one person. Paired variable scores are 
obtained for each of N occasions; all scores are derived from 


one person. 
3. Q technique, based on the correlation between persons on a 
series of variables. Paired person scores are obtained for each 
of N variables; the occasion is presumed to be a constant or 


irrelevant. 

4. O technique, based on the correlation between occasions on a 
series of variables for one person. Paired occasion scores are 
obtained for each of N variables; all scores are derived from one 


person. 
5. T technique, based on the correlation between occasions on à 
series of persons. Paired occasion scores are obtained for each 
of N persons; all scores are based on the same variable. 
6. S technique, based on the correlation between persons on a 
series of occasions. Paired person scores are obtained for each 


o£ N occasions; all scores are based on the same variable. 


674 AN INTRODUCTION TO CLINICAL PSYCHOLOGY [z5 


While each of these designs is useful, depending on the purpose of 
the particular study, we shall limit further discussion of these techniques 
to some of the implications of O technique and P technique for clinical 
research. Applications of R technique are readily found in the literature. 

In recent years O technique, also called inverted, transposed, or ob- 
verse factor analysis, has been strongly advocated by Stephenson (45, 
46, 47, 48, 49) as a modem approach to typology and hypothesis-testing 
research, and he describes many applications of pertinence to research 
work in clinical psychology. One of the most interesting adaptations 
of this approach is the so-called Q-sort. In brief the O-sort involves 
having an individual sort a fairly large number of descriptive statements 
into an ordered series of categories according to specified instructions. 
For example, the SIO O-Sort Test was developed at the Counseling 
Center of the University of Chicago for use in studies of client-centered 
psychotherapy (29). In this application the client sorts a number of 
self-reference statements, each printed on a separate card, into nine piles 
running from those which he considers “least like” to those which he 
regards as “most like." In one sort he is asked to describe himself as 
he thinks he really is (self-sort). In a second sort he describes himself 
as he would like to be (ideal-sort) and, in a third sort, he describes what 
the ordinary person is like (ordinary sort). 

Instructions are generally set up so that a normal distribution of items 
is "forced" by asking the sorter to place a specified number of cards in 
each pile. Such distributions of sorted items may then be intercorrelated 
to test hypotheses about changes in the client's perception during the 
course of therapy, e.g., the correlation between the self-sort and the self- 
ideal sort should tend to increase from pretherapy to post-therapy if 
counseling is successful.’ In a similar way hypotheses about "identifica- 
tion,” “rapport,” and so on may be tested by also having the counselor 
perform O-sorts and correlating his sorts with those of the client. An 
already classical series of studies employing Q-sort and factor analysis 
has been carried out by Fiedler (24, 25, 26) in investigating the nature 
of the “therapeutic relationship.” 

The major proponent of P technique in clinical research has been 
Cattell (11), who feels that, when properly coordinated with R tech- 
nique, it represents the most promising research tool available for the 
description and understanding of the single individual. Baldwin (4) 
has also emphasized the utility of “intraindividual correlation” for the 
study of the individual personality. By repeatedly measuring an indi- 
vidual with respect to a number of attributes and environmental condi- 
tions over a fairly long period of time, the claim is made that one can 
secure a series of correlations among the variables which can be factor 
analyzed to yield a scientific picture of the unique pattern of dynamics 
and personality structure for the given individual (11). 

1 The student should note, as pointed out by Cattell (10), that correlating O- 


sorts made by the same individual on different occasions would be an example of 
O-technique in his system, 
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With regard to study of the unique individual it has frequently been 
pointed out that experimental research employing analysis of variance 
techniques may be used with the single case. Both Stephenson (49) 
and Cattell (13) also describe various possibilities for combining ex- 
perimental research using analysis of variance with factor analysis. 


Profiles in Clinical Research. One problem area which has con- 
cerned many research workers in clinical psychology is how best to deal 
with profiles, e.g., pattern or “scatter” of Wechsler subtest scores, in 
systematic statistical fashion. Reference has already been made to one 
technique dealing with profiles by means of multiple regression equations 
when the problem is that of predicting a single criterion variable from a 
combination of other variables. In clinical psychology the “profile 
problem” often takes other forms such as: 


1. Comparison of the profile of one subject with another, e.g., ina 
study where it is desirable to match subjects. 


2. Comparison of the profiles of the same subject on different 
occasions, e.g., pre-therapy with post-therapy. 


3, Comparison of the profile of a subject with one or more standard 
or normative profiles, e.g., for differential diagnosis. 


4. Comparison of "average" profiles for different groups, €£» in 
determining overall differences between psychiatric groups. 


Various statistical “solutions” to these kinds of profile problems have 
been summarized by Cronbach and Gleser (16), and Kogan (33). 
These include suggestions about coefficients of profile similarity by 
Cattell (9) and DuMas (20), and the use of analysis of variance tech- 
niques by Block, Levine, and McNemar (6). ‘These methods generally 
maintain the traditional conception of a profile as a pattern of points 
on a two-dimensional flat surface. For example, Cattell’s “shape cor- 
relation coefficient" expresses agreement between two profiles by means 
of correlation between paired scores and is in essence the coefficient 
previously described in O technique. [ 

In distinction to the traditional two-dimensional conception of pro- 
files, a more accurate so-called multivariate model represents a profile of 
n scores for an individual by a single point in n-dimensional space. 
Similarly, the average profile for a group may also be conceived as a 
single point in n-dimensional space. The basic datum for comparison 
of profiles then becomes the “distance” between points m n-dimensional 
space. As the student might expect, the theory, mathematics, and prac- 
tical application of this conception of profiles are somewhat complex. 
It is to be expected, however, that future clinical research will find in- 
ch approaches to profiles more technically referred 


creasing uses for su c l 
to by Em terms as discriminant function and generalized distance (16, 


29, 41, 42, 51, 54). 
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Comparative Surveys. Probably the most common type of study 
which has been characteristic of clinical research through the years has 
involved the comparison of various “diagnostic” groups on selected 
variables. The student reading the literature cannot help but note the 
large number of studies in which schizophrenics are compared with 
neurotics, neurotics with normals, and so on. Such comparative sur- 
veys, as we shall call them, may be looked upon as pseudo-experiments 
in which variation in the independent variable, i.e., diagnostic classifica- 
tion, is attempted by sampling from "criterion" groups rather than by 
controlled manipulation of variables or conditions. Dependent vari- 
ables in such studies may be scores derived from well known instruments 
Such as the Wechsler or Rorschach or they may be based on special 
techniques devised by the investigator. 

Discrimination between "criterion" groups is also frequently used as a 
means of developing or assessing test validity. One of the most common 
faults which occurs when this is done is failure of the investigator to 
"cross-validate" on further independent samples. 

The need for adequate definition of populations and attention to 
proper sampling procedures is nowhere more clear than in comparative 
Surveys where the investigator aims to draw general conclusions about 
differences between so-called diagnostic or psychiatric groups (53). One 


oriented research. As was said before, some element of "randomness" 
must enter at some point into the sampling process if generalizations are 
to be drawn about populations from investigation of samples. In an 


€g, tossing a coin. Obviously, “tandomness” in a comparative study 
depends upon the way the investigator has gone about drawing his 
samples. Nevertheless for both experiments and surveys, if the in- 
vestigator wishes to draw conclusions beyond the specific individuals 
who have been the subjects of his study, it is clear that he must have 
some degree of assurance that the samples he studies are "representative" 
of larger populations. The “randomness” introduced by the experi- 
menter in setting up experimental groups in no way absolves him from 
the necessity for paying attention to the broader questions of population 
definition and sampling. 
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The Need for Cooperative Enterprise 
in Clinical Research 


The greater part of this chapter has emphasized the need for co- 
ordination between conceptualization and planful research design if 
scientific inquiry is to be carried out in the clinical area. This emphasis 
results from the conviction that research in clinical psychology should 
adhere to the same basic principles of scientific method as other fields 
of psychological research. At the same time, however, it seems probable 
that no area of psychology offers more obstacles to “research planning 
at the frontiers of science” (37) than does clinical psychology. 

Hunches and hypotheses of potential relevance to the operations of 
the clinical psychologist may arise in many ways. The single most 
important source of such hypotheses has always been the problem- 
solving responses of the clinician to the data which emerge during con- 
tact with clients. Scarcely anyone can deny that the richest conceptual- 
izations about human personality have come from psychoanalysts and 
other clinical workers. But propositions derived from clinical contact 
alone do not in general have the status of scientific generalizations. The 
task of research is to formulate such propositions in testable form and 
then to carry out the tests under as rigorous and controlled conditions 
as possible. Such research should in turn lead to new and better hy- 
potheses in the endless cycle of successive approximation to the “truth” 
which is science. 

While the service aspects of clinical psychology may be carried out 
by the individual clinician and individual investigators may always make 
significant contributions to our knowledge in the clinical realm, it seems 
apparent that many of the major objectives of clinical research can be 
approached only through large-scale research programs. Hunt (31), 
for example, has described the methodological and social difficulties 
which would have to be overcome in a program of integrated research on 
psychotherapy and has called for the organization of task forces of 
psychotherapists and researchers. "This concept of cooperative research 
can be extended to all areas of clinical psychology. Current research 
trends indicate that the future will see the development of many in- 
genious and extensive research-oriented projects in which clinical 
psychologists, caseworkers, statisticians, anthropologists, and other spe- 
cialists will collaborate with individuals and families to advance our 
scientific knowledge of man and his environment—knowledge which is 
the proper basis of the practice of clinical psychology in all of its ramifi- 
cations. 

Summary 

The function of research in clinical psychology is to broaden the 
scientific base upon which the practice of clinical psychology in pe 
depends. By tradition clinical psychology is both research-oriented an 
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service-oriented. This twofold allegiance to both service and science 
makes it imperative that the well-rounded clinical psychologist be 
competent not only in the techniques of clinical practice but also in 
the methodology of scientific research. 

The present chapter has stressed the point of view that productive 
clinical research is a joint function of logical conceptualization and con- 
trolled empirical inquiry. Broadly conceived, the major objective of re- 
search in clinical psychology is increased understanding of the per- 
sonality and adjustment of the client. This major objective takes many 
specific forms, including the development and validation of diagnostic 
procedures and the evaluation of the effectiveness of treatment services. 

Research design in clinical psychology presents many theoretical and 
practical difficulties because of the complexity of subject matter and 
the ethical issues involved. In general most investigations may be classi- 
fied as either experimental research or survey research. Familiarity with 
modern statistical methods is almost indispensable for the research worker 
in clinical psychology, but it seems clear that many unresolved research 
problems will be solved only through the development of large-scale 
multidiscipline research enterprises, 
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mental, 137 
mental, and retardation, 254 
Ageusia, gustatory defect, 328 
Aggression 
blocked needs and, 236 
by child toward parent, 232 
inferiority feelings and, 50 
oral and ulcer, 286 
Aging 
ability change and, 452, 456, 458 
American culture and, 449, 451, 461 
climacteric and, 468-469 
emotional adjustment and, 462-464 
employment and, 450 
loss of hearing and, 323-324 
menopause and, 468-469 
mental test scores and, 457 
motivation and, 459 
physical capacity and, 452, 454 
population increase and, 449 
psychopathy and, 427 
psychoses and, 463-467 
sexual capacity and, 454, 469 
therapeutic efforts and, 472-473 
visual changes and, 319 
Agriculture, psychological occupations 
in, 
Agyll-Robertson pupil, 329 
Alcoholics Anonymous, 495 
Allergy 
hostility in children and, 224 
psychosomatic relationships and, 287 
Allport-Vernon Study of Values, 172, 
196 
Amaurosis, 316; see also Blindness 
Amblyopia, visual condition of, 320 
Amentia, use of term, 246 
American Board of Examiners in Pro- 
fessional Psychology, 19, 488 
American Medical Association, certifica- 
tion of psychologists and the, 8 
American Psychiatric Association 
membership in the, 486 
psychotherapy by clinical psychologists 
and, 
American Psychological Association 
code of ethics, 19 
psychotherapy by clinical psycholo- 
gists and, 7, 488 
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Ametropia, visual condition of, 319 
Anacusia, auditory condition of, 323 
Anal erotism, 264 
Anesthesia, skin insensitivity, 328 
Anosmia, olfactory defect, 328 
Anthropologist, his view of normal be- 
havior, 67-68, 71, 73 
Anxiety 
breast cancer and, 285 
case of in veteran, 387 
defense against, 33 
Freud’s theories of, 81-82 
Rankian concept of, 37 
telease of test data and patient’s, 215 
repression and, 32, 51, 284 
statistical studies of, 15 
Sullivan’s concept of, 40 
threat and, 38 
Aphasia, 357, 370-371, 373; case study 
of, 364-366 
Aphonia, speech disorder, 355 
Art, as an expressive method, 211 
Arteriosclerosis, cerebral and aging, 466 
Arthur Point Scale, 138 
Articulation, disorders of, 354 
Assault therapy, 521-524 
Association, free, 558, 561-563 
Asthenopia, visual condition of, 319 
Asthma, 284-285 
Astigmatism, 319 
Athetosis, muscular condition of, 330 
Attitude, social toward physical defect, 
339 
Audiogram, examples of, 322, 324-325 
Audiometer, hearing test, 324-325 
Audition, defects of, 321; see also Deaf- 
ness 
Authoritarianism, 38, 40 
Authority, parental and psychosomatic 
medicine, 288 
Autoerotism, 272; see also Masturbation 


Baruch Committee on Physical Medi- 
cine, 314 
Behavior 
abnormal, 58 
aging and changes in, 452-454, 457 
brain injury and, 330 
compensatory, 34 
criminal, 83-85, 421 
ethical and psychologist, 19 
nonverbal in the interview, 99 
normal 
anthropologist's view of, 67-68, 71, 
73 
biologist's view of, 69, 71-72, 74, 80 


educator's view of, 61, 64 

ideal and, 66-67 

lawyer's view of, 69-70 

layman's view of, 83-85 

neurologist's view of, 72, 82 

philosopher's view of, 63, 66, 77, 81 

physician's view of, 61, 70 

psychiatrist's view of, 72 

psychoanalyst's view of, 69, 71, 77, 
81 

psychologists view of, 62-63, 72, 74, 
77 


sociologist's view of, 60, 65, 79 
statistician's view of, 58 
theologian's view of, 68 
parental expectation and child, 230 
perception and, 42, 195 
psychopathic, 421 
psychosexual, 264 
self-defeating in diabetes, 300 
Behn-Eschenburg Test, 201 
Bell Adjustment Inventory, 160, 171 
Bender Gestalt Test, 208; speech dis- 
order and performance on, 370, 372 
Bernreuter Personality Inventory, 160, 
172 
Bibliotherapy, rehabilitation and, 642 
Biologist, his view of normal behavior, 
69, 71-72, 74, 80 
Pun iniy at time of and behavior, 


Birth trauma, role of in Rankian con- 
cepts, 37 
Blacky Test, psychoanalytic hypotheses 
and the, 42 
Blindness 
cataract of eye and, 320 
color, 320 
"facial vision" and, 341 
glaucoma, 320 
glioma, 320 
incidence of, 316 
tests for, 317-318 
trachoma, 320 
training and, 342 
types of partial, 319-320 
Blood pressure, emotional stress and, 298 
Brain injury, 330, 399 
neurosis and, 383 
problem of testing for, 345 
Brain waves; see Electroencephalogram 
British Mental Deficiency Act, 246 


C. A. (Chronological age), 137 
Capacity, physical and aging, 452 
Case history 

impressionistic data in the, 114 ' 
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information included in, 114 
personal-social history data in the, 
114-115 
psychological report for the, 124 
standard recording of, 116 
test data in the, 114 
treatment record in the, 114, 120 
Castration, fear of, 579 
Cattell Sixteen P.F. Test, 174 
Cerebral arteriosclerosis, aging and, 466 
Cerebral palsy, 331 
Certification, clinical psychologist’s, 6, 8 
Character disorder, 649-650; see also 
Psychopathy 
Childhood 
age levels and problems of, 227 
discipline during, 230 
enuresis during, 231 
fears during, 233 
headbanging during, 233 
hearing defect during, 321 
masturbation during, 231 
mental retardation during, 244 
nervous habits in, 63 
physical disability and problems of, 
314 
problems of, 223 
psychopathic patterns in, 437 
psychosexual problems of, 265 
rocking behavior, 234 
speech development during, 354 
stuttering, 234 
therapeutic techniques used during, 
608 
thumbsucking during, 232 
trauma, 225 
Chorea 
Huntington’s, 335 
Sydenham’s, 335 
Chronological age, 137 
Church, clinical psychology and the, 21 
Cleft palate, 355 i 
Client, use of term by psychologists, 
94 
Client-centered therapy 
case illustration of, 549-552 
description of, 502-503, 530-533 
evaluation of, 543-544 
experimental investigation of, 539-542 
history of, 529-530 
learning theory and, 546-547 
range of application, 548-549 
theoretical foundation, 533-539 
Climacteric, problems at time of the, 
468-469 
Clinical interviewing, 91; see also Inter- 
view 
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Clinical psychology 
Adlerian theory and, 34 
beginnings of, 3 
certification in, 6 
clergymen and, 21 
diplomate in, 19 
doctoral training for, 10, 19 
English churches and, 21 
European nations and, 7 
Freudian theory and, 29 
future of, 20 
Jungian theory and, 35 
licensing for practice of, 8 
meaning of, 3 
measurement and, 13 
opportunities in, 6 
present status of, 4 
professional practice of, 8 
professional problems of, 5, 17 
psychotherapeutic activities and, 7 
scientific research and, 12 
standards in, 11, 18 
theoretical reference frames in, 26 
training for, 10, 19 
U.S. Public Health Service and, 20 
U.S. Veterans Administration and, 20 
Clinical report, the, 122-123 
Cognitive map, 48 
Coitus, 272 
Color blindness, 320 
Communication, privileged, 98 
Compensation, Adlerian doctrine and, 
34 
Comprehensive medicine, 292, 295, 304 
Compulsions, in childhood, 233 
Concept Formation Test, 176 
Conceptual quotient, 150 
Conditioning, 75; see also Learning 
Conformity 
J-curve and social, 66 
social as an ideal, 67 
Connecticut, certification of psycholo- 
gists in, 8 
Conscience, superego and the, 31 
Constitutional psychopath, 421; see also 
Psychopathy 
Convulsions, phases of, 330, 333 
Copulation, 272 
Corrective therapy, rehabilitation and, 
640-641 
Counseling; see also Interview and Psy- 
chotherapy 
aging and merit of, 474 
atmosphere of, 508-509 
client-leading technique, 517 
diagnostic phase of, 511 
directive forms of, 512 
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Counseling (Continued) 
marriage problems, 270 
pastoral and rehabilitation, 643 
physical handicap and role of, 315, 
343-344, 346 
process of directive, 509-510 
psychological, 504 
psychotherapy and, 484 
varieties of problems in, 510-511 
vocational and rehabilitation, 643 
C.Q. (Conceptual quotient), 150 
Crime 
behavior problems and, 421 
classes of offenders, 423 
definition of, 421 
penologist’s attitude toward, 421-422 
psychiatric classification and, 424 
psychopathy and, 425-426, 441, 444 
recidivism, 422 
sexual offenses, 277 
understanding of, 421 
Criminality, 83, 84, 85 
Crippling, 314, 328, 331; see also Handi- 


cap 
Cross-eye, 320 
“Crushes,” adolescent, 268 
Culture 
aging in American, 449 
conflict of and crime, 421 
need gratification and, 236 
parental responsibility and, 229 
pressures of and disease, 288 
psychoneurosis and patterns of, 38 
Curve, normal probability, 60, 66 
Cyclothymia, factor analysis of, 14 


Deafness 
causes of, 323 
incidence of, 321 
nerve, 327 
testing for, 324-326 
tone, 324 
treatment of, 327 
Decibel, measure of hearing loss, 321 
Defect 
adjustment and physical, 343.344 
ageusia, 328 
anosmia, 328 
auditory, 321-326, 342 
equilibrium, 328 
formication, 328 
locomotor ataxia and walking, 327 
mental, 244 
muscular, 329-331 
physical in childhood, 314 
psychiatric in World War II, 5 
sensory, 315 
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skin sensation, 328 
speech, 353 
visual, 316-320, 342 
Defense 
mechanisms of, 51, 580; see also Ad- 
justment 
perceptual, 196 
psychological and projective tests, 190 
Deficit 
intellectual and physical handicap, 341 
neurosis and, 378-380 
organic and aging, 467 
psychological, 148 
Demons, possession by and neurosis, 69 
Denmark, clinical psychology in, 7 
Depression, case example of, 397 
Deterioration, diagnosis of intellectual, 
148 
Development, educational and mental 
retardation, 256 
Diabetes 
emotional adjustment and, 299.302 
visual impairment and, 320 
Mast asian speech disorder and, 
Diagnosis 
counseling and phases of, 511 
delay of final, 396 
intelligence testing and, 128, 131, 134 
mental retardation and errors of, 250 
of children's problems, 237 
of intellectual deterioration, 148 
pant handicap and problem of, 


projective techniques in, 189 
psychopathic states and problem of, 
425, 429, 442 

reliability of, 13, 378 

risks in making a, 397 

role of in child therapy, 622 

the interview and psychiatric, 105 

use of MMPI in, 166 

validity of, 665-666 
Diagnostic interview, 105 
Diopter, visual measurement, 319 
Diplegia, muscular condition of, 329 
Diplopia, visual condition of, 319, 321 
oc Rosen's concept of, 


Directive psychotherapy, 502 
Disability "n ve 
mental, 244 
physical, 314 
speech, 353 
Discharge 
from hospital, 112 
military and NP symptomatology, 93 
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Dees comprehensive medicine and, 

Disorders, speech, 353 

Distortion, parataxic, 566 

Divorce, marriage counseling and, 270 

Documents, personal as expressive tech- 
niques, 211 

Dogs, fear of, 233 

Double vision, 319 

Draw-A-Man Test, neurotic disorder and 
the, 389 

Dreams, psychoanalysis and, 572-577 

Drive, factor analysis of, 15 

Dysarthia, speech disorder, 354 

Dyslalia, speech disorder, 354 

Dysphonia, speech disorder, 355 


ECT (Electric shock therapy), 523-524 
Education 
physical handicap and, 342-343 
sex, 266 
Educational retardation, 244 
Educational therapy, rehabilitation and, 
641 
Educator, his view of normal behavior, 
61, 64 
EEG 
epilepsy and, 333 
psychopathy and record of, 429 
Effect, law of, 48, 76 
Ego 
factor analysis of the, 14 
psychoanalysis and the, 580-581 
psychoanalytical concept of, 31 
Egocentrism, neuroticism and, 45 
Electra complex, 265 
Electric shock therapy, 523-524 
Electroencephalogram 
epilepsy, 333 
psychopathy and the, 429 
Emmetropia, visual condition of, 319 
Emotion 
blood pressure during stress of, 298 
children's problems and parental, 
231 
outbursts of and brain injury, 330. 
role of in psychosomatic medicine, 
284, 293 
Empathy, psychotherapy and role of, 
538 


Employment 
A CU opportunity for, 450, 460 


physical handicap and, 342 
Encephalitis, 335 


Enuresis, 231 
Environment, stress of and 


299, 303 


illness, 293, 
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Epilepsy, 332-336, 341, 343; diagnostic 
problem in case of false, 397 
Equilibrium, disorders of, 328 
Erotism 
anal, 264, 291 
oral, 264 
Ethics 
code of American Psychological As- 
sociation, 19 
E normal behavior and, 67 
urope, clinical psychology in, 7 
Exit, interview, n e 
Expressive techniques, 211 
Expressive therapy, 616-618 
Extroversion, factor analysis of, 14 


Factor analysis 
approach to test construction and, 173 
psychological research and, 14 
research in clinical psychology and, 
672-674 
Fantasy, psychopathy and, 432 
Far-sightedness, 319 
Fear 
castration, 579 
childhood, 233 
Federal Security Agency, rehabilitation 
and, 343 
Feeblemindedness, 244 
Fits, epileptic, 333 
Fixation, in homosexuality, 275 
Flexibility, law of, 559-560 
Formication, skin sensation of, 328 
Free association, 33, 558, 561-563 
French Revolution, psychosomatic com- 
plaints during, 285 
Frenzy, epileptic, 334 
Frigidity, psychosexual, 272 
Fróhlich's syndrome, 251 
Frustration, mental retardation and, 256 


Gamma  globulin, poliomyelitis and, 
331 

Gastric function, hostility and, 297 

Georgia, certification of psychologists 
in, 8 

Geriatrics, 448; see also Aging 

Germany, clinical psychology in, 7 

Gerontology, 448; see also Aging — 

Gesture, significance of in the interview, 
99 

Glaucoma, visual condition of, 320 

Glioma, visual condition of, 320 

Goldstein Stick Test, speech disorder 
and use of, 372 

Goldstein-Sheerer Test, 176 

Goodwill industries, 343 
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Gout, 284 

Grand mal epilepsy, 333 

Graphology, 210 

Gray ladies, rehabilitation and work of 
the, 643 

Great Britain, clinical psychology in, 7 

Group psychotherapy, 586; see also Psy- 
chotherapy 

Guilford-Martin Temperament Profile, 
173 


Habits, nervous in children, 63 
Halstead-Wepman Test, speech disor- 
ders and use of, 370 
Handedness, speech disorder and, 361 
Handicap 
physical 
clinical skill and, 315 
diagnostic problem of, 314, 344 
epilepsy, 332-336 
equilibrium, 328 
hearing, 321-326 
incidence of, 314 
intelligence and, 340 
paralysis of muscles, 329-331 
personality and, 338 
psychological problems and, 343- 
344 


services available for, 341 
skin sensation loss, 328 
smell sensation loss, 328 
taste loss, 328 
testing for, 344-345 
vision, 316-320 
walking, 327-328 
speech, 353 
Hanfmann-Kasanin Test, 176 
Harrower Multiple-Choice Rorschach, 
201 
Headbanging, during childhood, 233 
Health, aging and physical, 454 
Hearing defect, 321; see also Deafness 
Height of adult Englishmen, 59 
Hemianopsia, visual condition of, 320 
Hemiplegia, muscular condition of, 329 
Heredity : 
collective unconscious and, 36 
mental retardation and, 244 
Heterophoria, visual condition of, 321 
History, the case, 114 
Holland, clinical psychology in, 7 
Homosexuality 
diagnostic signs of, 106 
during adolescence, 267 
in adulthood, 274 
psychopathy and, 426 
treatment of, 275 
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Hostility 
allergic children and, 224 
gastric function and, 297 
underachievement in school and, 235 
Human Figure Test, 207 
Huntington’s chorea, 335 
Hyperkinesis, muscular condition of, 329 
Hyperopia, visual condition of, 319 
Hypersexuality, 276 
Hypertension, 291, 299, 305; see also 
Psychosomatic medicine 
Hypnoanalysis, 497-498 
Hypnosis, 497-498 
Hypnotherapy, 497-498 
Hypokinesis, muscular condition of, 329 
Hypomania, case of, 400-402 


Id, the, 31; psychoanalysis and, 580-581 

Idiographic approach, research in clinical 
psychology and the, 663-664 

Idiopathic epilepsy, 334 

Idiot, definition of, 246 

Imbecile, definition of, 246 

Immaturity; see Maturity 

Impotence, psychosexual, 272 

Individual psychology, Alfred Adler and, 
35 


Individuation, Jung’s doctrine of, 35 
Infancy 
problems during, 229 
psychopathic patterns in, 437 
psychosexual problems of, 264 
thumb-sucking during, 232 
Inferiority, feelings and compensation 
for, 34 
Infidelity, marital and aging, 469 
Inheritance 
of collective unconscious, 36 
of mental defect, 244 
Ink-blot tests, 199 
Insanity, 396, 424; see also Psychosis 
Insight Test, 205 
Tnsulin shock therapy, 523 
Intake interview, 102 
Intelligence 
aging and scores on tests of, 457 
concept of normal, 61 
estimation of by interview, 93 
history of tests for, 129 
interpretation of, 143 
Kinds of tests measuring, 136 
physical handicap and, 340-341 
retardation of, 244 
Intelligence tests, 128-129; see also Tests, 
intelligence 
Intercourse, sexual, 272 
Interest, tests of, 159 
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Interpretation, dream and psychoanaly- 
sis, 572-577 
Interview 
admission or the intake, 102 
closing the, 102 
conducting the, 94, 105 
definition of the, 91 
diagnostic or screening, 105 
exit or termination, 112 
friends and relatives of patient, 110 
introduction to therapy, 109 
nonverbal behavior in the, 99 
note-taking during the, 101 
observations on technique, 100 
personal and social history, 103 
physical setting for the, 95 
privileged communication and the, 
8 


questions used in the diagnostic, 106 

rapport in the, 96, 98 

reliability of the, 91 

speech disorders and the, 362, 367 

testing and the, 107 

types of the clinical, 102 

use of blank prior to the, 511-513 

validity of the, 92 

variables in the therapeutic, 537 
Introversion, factor analysis of, 14 
Involution, physical, 448; see also Aging 
Involutional psychosis, aging and, 466 
LQ. testing the, 129, 245 
Ishihara Color Perception Test, 320 
IST (Insulin shock therapy), 523 
Italy, clinical psychology in, 7 


Jacksonian epilepsy, 333 
J-curve, 65, 66 


Kentucky, certification of psychologists 
in, 8 

Keratitis, visual condition of, 319 

Keystone Telebinocular, 317 

Kuder Preference Record, 160, 172 


Later maturity, 448; see also Aging 
Laterality, speech disorder and, 361 
Lawyer, his view of normal behavior, 
69-70 
Layman, his view of normal behavior, 
83-85 
Learning 
aging and capacity for, 456 
intelligence testing and, 133 
neurotic reaction and, 380-381 
psychopathy and differences in, 439 
psychotherapy and theory of, 546-547 
theories of, 47, 52, 73 
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Libido, the, 30, 578-579, 581 
Licensure, clinical psychologist’s, 8, 488 
Lisping, 354 
Little’s disease, 331 
Lobotomy 
prefrontal, 524 
psychopathy and prefrontal, 442 
Locomotion, defects of, 327 
Locomotor ataxia, 327 
Love 
loss of and socialization, 51 
parental and adjustment, 40 


M.A. (Mental age), 137 
Machover Drawing Test, 207 
Make-A-Picture-Story Test, 206 
Maladjustment 
in children, 609 
neurosis, 376 
physical handicap and, 339 
psychosis, 396 
school achievement and, 235 
Ma IAS psychosis, case of, 400- 
402 
Maps Test, 206 
Marriage 
aging and change in goals, 461 
counseling for, 270 
problems of, 264 
sex relations before, 268 
Masculinity-femininity, tests of, 178 
Masturbation 
authority figures and, 49 
childhood, 231 
during infancy, 265 
in adolescence, 266 
in adulthood, 272 
Maturity 
lack of and radicalism, 68 
later, 448; see also Aging 
sexual, 265 
social and menta] retardation, 255 
Measurement 
intelligence, 129 
interest, 159 
personality, 159, 188 
Medicine 
concept of comprehensive, 292, 295, 
304 
psychosomatic, 284 
Memory 
loss of and aging, 467 
psychopathy and superior, 439 
Méniére’s disease, 328 ^ 
Menopause, problems at time of, 468- 
469 
Mental age, 137 
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Mental hygiene, National Committee 
for, 9 

Mental retardation, 244 

Metrazol shock therapy, 523 

Mind-body, relationship of, 284 

Minnesota, certification of psychologists 
in, 8 

Minnesota Multiphasic Personality In- 
ventory, 160, 162, -166, 430 

Mirror Reading Test, speech disorder 
and use of, 372 

Mirror writing, speech and, 361-362 

MMPI (Minnesota Multiphasic Person- 
ality Inventory), 160, 162, 166, 
430 


Mongolism 
LQ. range of, 251 
physical features of, 251 
Monoplegia, muscular condition of, 329 
Morality 
abnormal behavior and, 78 
conscience, superego and, 31 
Moron, definition of, 246 
Motivation 
aging and changes in, 459-460 
awareness of and normality, 71 
factor analysis and animal, 15 
phenomenal self and, 44 
projective tests and, 188 
PR with children and, 611- 
1 


unconscious, 32 
MST (Metrazol shock therapy), 523 
Multiple therapy, 491 
Mumps, mental retardation and, 249 
Music, rehabilitation and, 642 
Myopia, visual condition of, 319 


Narcoanalysis, 498 
Narcosynthesis, 522-523 
National Committee for Mental Hy- 
giene, role of psychologist and 
the, 9 
Nearsightedness, 319 
Neobehavioral theory, 47, 52 
Nerve deafness, 327 
Nervousness, in children, 63; See also 
Adjustment and Psychoneurosis 
Neurologist, his view of normal behav- 
ior, 72, 82 
Neuropsychiatric discharge, symptoma- 
tology and military, 93 
Neurosis; see also Psychoneurosis 
adults and group therapy for, 587- 
588 
anxiety reaction, 387 
blindness and, 347 
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classes of, 377 
definition of, 376 
diagnosis of, 379-380 
diagnostic reliability of, 378 
frame of reference for, 378 
homosexuality and, 275 
immaturity and, 496 
in relation to psychopathy, 437, 440, 
444 
learning and, 380-381 
obsessive-compulsive, 390 
psychoanalytic treatment of, 560 
rehabilitation for, 647-649 
test performance and, 379-380 
test score "scatter" and, 379 
Nomothetic approach, research in clin- 
ical psychology and the, 662 
Nondirective therapy, 502-503, 528; see 
also Client-centered therapy 
Normality 
absolute, 67 
cortical layers and, 72 
in behavior, 58 
Normative approach, research in clinical 
psychology and the, 662-663 
Norway, clinical psychology in, 7 
NP discharge, symptomatology 
military, 93 
Nurse, psychiatric, 488 
Nymphomania, 276 


and 


O technique, use in clinical 
673 
Obsessions, masturbation and, 
Obsessive-compulsive neurosis, 
390 
Occupation 
measurement of interest in, 159 
physical handicap and, 342 
Occupational therapy 
physical handicap and, 342 
tehabilitation and, 639-640 
Oedipus complex, 36, 53, 265 
Ophthalmology, visual testing, 317 
Oral erotism, psychosexuality and, 264 
Organic psychosis, 399 
ese mental retardation and, 249, 


research, 


267 
case of, 


Ortho-Rater Test, 317 
Otitis media, hearing loss and, 323 
Overprotection, parental, 235 


P technique, use in clinical research, 
673-674 
Palsy 
cerebral, 331 
shaking, 332 
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Paralysis 
infantile, 331 
neuromuscular, 328 
shaking, 332 
spastic, 331 
Paralysis agitans, 332 
Paraplegia, muscular condition of, 329 
Parataxic distortion, 40, 566 
Parkinson’s disease, 332 
Paroxysm, epileptic, 334 
Patient 
threat to during interview, 98 
understanding of the, 27 
use of term by psychologist, 94 
erate disagreement concerning, 
91 
Penologist, his view of crime, 421-422 
Perception 
phenomenological theory and, 42, 46- 
47 


projective tests and, 188, 194, 196 
Performance, intelligence test, 138 
Personality 

antiquity of questions conceming, 29 

developmental epochs of, 40 

evaluation of by interview, 93 

functional types of Jung, 35 

learning theories and, 49 

mental retardation and, 254 

physical handicap and, 338 

premorbid and aging, 466467 

projective approaches to, 188, 191 

psychotherapy and changes in, 545- 

546 


tests of, 159, 188 
tuberculosis and, 292 
Personology, 193 
Persuasion therapy, Roland's concept 
of, 653 
Perversion, sexual, 276 
Petit mal epilepsy, 333 
P.F. Test TPicture Frustration), 207 
Phenomenological theory, 42, 46 
Philosopher, his view of normal be- 
havior, 63, 66, 77, 81 
Phobia, homosexuality and, 274 
Physical handicap, 314 
Physical therapy, rehabilitation 
641 
Physician, his view of normal behavior, 


and, 


Physique, adolescent adjustment and, 
236 


Pitch, auditory discrimination of, 324 

Play techniques, 211 

Play therapy, 619, 623-625; hostility 
and, 224 
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Pleasure principle 
basic dives and the, 30 
law of effect and the, 77 
Poliomyelitis, crippling condition of, 331 
Population, proportion of aged persons 
in American, 449 
Porteus Maze Test, speech disorder and 
performance as, 369 
Posture, significance of in the interview, 
99 


Preinterview blank, as diagnostic aid, 
512-516 
Presbyopia, visual condition of, 319 
Priapism, 276 
Privileged communication, 98 
Problem children, psychopathy and, 
426 
Profile, comparison of in clinical re- 
search, 675-676 
Prognosis, criminal behavior, 424; see 
also Diagnosis 
Projective tests, 188 
Psychiatric social worker, psychotherapy 
and the, 488 
Psychiatric team, 400, 409, 489 
Psychiatrist 
dependence of, 7 
his training, 6, 486-487 
his view of normal behavior, 72 
Psychiatry 
psychology and, 6 
research in, 7 
Psychoanalysis 
children treated by, 613-614 
clinical psychology and, 29 
disagreement on concepts of, 291 
dream eee and, 572-575 
evaluation of, 41 
free association, 561-563 
oals of, 582 
omey's modification of, 38 
id, ego, and superego in, 580-581 
influence of, 557-558 
libido organization, 578-579, 581 
orientation to, 557-558 
pleasure principle in, 30 
problem of research, 41 
psychosomatic relationships and, 285, 
290-291 
reaction against, 34 
reality principle in, 30 
research in, 12 
resistance and transference, 564-569 
role of id, ego, superego, and, 30 
slips of the tongue and, 33 
theoretical background, 578-579 
traditional approach of, 558-560 
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Psychoanalyst 
his training, 487 
his view of normal behavior, 69, 71, 
77, 81 
Psychobiology, 497 
Psychodiagnosis; see Diagnosis 
Psychodrama, 211 
Psychological deficit, neurosis and, 378, 
380 
Psychologist 
duties of, 128 
his view of normal behavior, 62-63, 
VPE OY) 
occupations listed for, 4, 18 
psychosomatic medicine and the, 284 
Psychology 
American training for, 8, 19 
clinical, 3; see also Clinical psychology 
doctorate of, 10 
individual, 35 
medical practice and training in, 285 
psychiatry and, 6 
theoretical orientation in, 26 
Psychometry; see Tests 
Psychomotor seizures, 333 
Psychoneurosis 
aggressive urges and, 51 
concept of, 52, 376 
creative adjustment and, 37 
culture pattern and, 38 
demonological possession and, 69 
tehabilitation for, 647-649 
Psychopathology, aging and incidence 
of, 463-464; see also Psychoneu- 
rosis and Psychosis 
Psychopathy 
aging and, 427 
behavioral characteristics of, 426, 431- 
432 
case example of, 427-429 
Cattell 16 P.F. Test and, 435 
compared to neurosis, 440, 444 
criminal behavior and, 85 
current views of, 429 
diagnosis of, 425, 429, 442 
dynamics of, 442-443 
experimental studies of, 438 
MMPI profiles and, 430 
Social histories of, 436.437 
treatment of problems, 442-443 
use of term, 425 
Psychosexuality, 264 
Psychosis 
age incidence of, 463-467 
cerebral arteriosclerotic and aging, 
466-467 
criminal behavior, 421.422, 424 
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diagnostic problems of, 363-397 
involutional aging and, 466-467 
manic depressive case, 400-403 
organic, 399 
psychopathic behavior, 421 
rehabilitation for, 650-653 
schizophrenic reaction case, 409-415 
senile and aging, 466-467 
tests used in diagnosis of, 404, 415 
Wechsler-Bellevue Test performance 
and, 406 
Psychosomatic medicine 
allergic reactions, 287 
anxiety, 284 
asthma, 284-285 
blood pressure, 298 
carcinoma, 285 
concept of, 284, 293 
cultural factors and, 288 
current views, 284 
diabetes, 299-302 
disease and, 287 
emotional tension and, 286, 293, 297 
environmental stress and, 293, 303 
gastric function, 297 
gout, 284 
Physiological changes and, 285-286 
psychoanalysis and, 285, 290-291 
team approach to, 304 
tuberculosis and, 292 
twin studies, 287 
Psychosurgery, 524; see also Lobotomy 
Psychotherapy 
activity projects and, 647-650 
adjuncts to, 521 
Adlerian concept of, 34 
assault forms of, 521-524 
beginning interview for, 103 
bibliotherapy, 519-520 
children’s problems 
analysis of factors in, 620 
approaches to, 613 
briefer treatment forms, 614-615 
client-centered, 529 
counseling and relation to, 484 
description of, 608, 609 
diagnosis and, 622 
directive, 502 
effectiveness of, 13 
evaluation of, 498, 525, 665-668 
expressive forms, 616-618 
historical background of, 609, 611 
motivation and, 611, 612 
play techniques, 619, 623-625 
research on, 622 
role-playing and, 626 
expressive, 512 
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Freudian concept of, 29 
group 
evaluation of, 604 
historical background of, 586 
hospitalized patients and, 599-602 
interpretation of, 589 
neurotic adult patients and, 587-589 
specific issues in, 596-597 
Horney’s concept of, 38 
interview for introduction to, 109 
interview for termination of, 112 
Jungian concept of, 35 
learning process and, 133 
meaning of term, 483 
multiple therapy, 491 
nondirective, 529 
other medical treatment and, 294 
overview of, 483 
physical handicap and need for, 343- 
344 
process of, 484 
psychiatric team and, 489 
psychoanalytically oriented, 557 
psychopathic states and, 442-443 
Rankian concept of, 37 
record of treatment, 114, 120 
re-education, 519 
rehabilitative approaches to, 632 
schools of, 485 
semantics and, 521 
speech disorder and, 362-364 
symptomatic treatment, 518 
theory and technique of, 491-495 
training for, 486-488, 490 
treatment setting and, 489 
Ptosis, eyelid, 329 
Public Health Service; see United States 
Public Health Service 
Punishment 
anxiety and, 51 
repression and, 32 
sexual impulse and, 49 
Purdue Information Questionnaire, 359- 
360 
Purdue Ortho-Rater Test, 317 
Pyknolepsy, 334 


Q technique, use in clinical research, 
673-674 
Quadriplegia, muscular condition of, 329 


R technique, use in clinical research, 
673 
Radicalism, immaturity and, 68 
Rapport, in the interview, 96, 98 
Reality 
normal behavior and facing, 78 
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social consensus and, 40 
testing of, 588-589 
Reality principle, 31, 77 
Recidivism, 422 
Reconstructive therapy, 493, 495-497 
Record 
the case, 116 
the interview and note-taking, 101 
Refraction, visual handicap and poor, 
317 
Rehabilitation 
aging and problem of, 473-474 
Federal Security Agency and, 343 
physical handicap and vocational, 342- 
343, 346 
psychiatric 
activity programs, 633-637 
activity projects, 647-650 
chaplain and, 643 
character disorders, 649-650 
corrective therapy and, 640-641 
educational therapy and, 641 
evaluation of, 654 
librarian and, 642 
modern concept of, 632-633 
music therapy and, 642 
neurotic states, 647-649 
occupational therapy and, 639-640 
patient needs and, 644 
physical therapy and, 641 
professional roles in, 637-640 
psychotic states, 650-653 
social worker and, 637-638 
speech therapy and, 641-642 
vocational counselor and, 643 
Reinforcement 
gradient of, 52 
principle of, 48 
Relationship therapy, 37 
Reliability 
achievement test, 181 
intelligence test, 134, 138 
of the interview, 91 
projective test, 198 
psychiatric diagnosis and level of, 
378 
Report, the clinical, 122-123 
Repression 
anxiety and, 32, 40, 51, 284 
dreams and, 33 
incestuous wishes and, 32 
Oedipus situation and, 32 
primary, 32 
secondary, 32 
sleep and, 33 
slips of the tongue and, 33 
symbolism and, 33 
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Research 
classical controls in, 14 
clinical psychology and, 12 
difficulties with psychoanalytic, 41, 
53 
in psychosomatic medicine, 306 
methodological errors in, 307-308 
procedures in clinical psychology, 661- 
680 
“shotgun approach to,” 306 
Research design, clinical psychology and 
type of, 667-671 
Resistance, in psychoanalytic therapy, 
564-569 
Retardation 
assessment of, 252; see also Handicap 
British Mental Deficiency Act and, 
246 
causes of mental, 244, 249, 251 
classification of, 245, 248 
definition of, 245 
educational development and, 256, 
314 
errors in diagnosing mental, 250 
mental and Binet testing, 
133 
mental and crime, 424 
mental and educational, 244 
personality factors and, 254 
social competence and, 254 
Social criterion for, 247 
trauma and mental, 251 
treatment, 258 
Retinitis pigmentosa, visual condition 
of, 
Retrolental fibroplasia, visual condition 
of, 320 
Rh factor 
hearing defect and the, 323 
mental retardation and, 249, 251 
Rhythmokinesis, Speech disorder and, 
362 


129, 


Rigidity, aging and, 459 
Rocking, behavior in children, 233 
Role, professional and rehabilitation, 
637-638 
Role-playing, child therapy and, 626 
Rorschach Test, 160, 199 
neurotic disorder and performance 
on, 385 
tests similar to the, 15 
variables in and research, 307 
Rosenzweig Picture Frustration Test, 
207 
Rubella 
hearing defect and, 323 
mental retardation and, 249 
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S technique, use in clinical research, 
673 
Sampling, problems of statistical, 668- 
669 
Satyriasis, 276 
“Scatter,” intelligence test, 145-146, 379 
Schizophrenia 
case example of, 409-415 
diagnostic tests and, 166, 176 
Schizothymia, factor analysis of, 14 
School, retardation in, 256 
School failure, intelligence testing and, 
133 
Scotoma, visual condition of, 320 
Screening interview, 105 
Seashore Musical Talent Test, 324 
Security 
aging and sense of, 449 
feeling of, 39-40 
Seismology, theory construction and, 
27 


Seizure, epileptic, 333 

Self-concept, 43, 235 

Self-consistency, 44 

Self-image, Homey’s concept of, 39 

Semantics, general and psychotherapy, 
498 


Senile psychosis, aging and, 466-467 
Senility, 448; see also Aging 
Sensory handicap, 315 
Sentence Completion Test, 205, 372 
Sexuality 

aging and, 454 

anxiety and, 81 

Electra complex, 265 

frigidity, 272 

guilt reactions and, 49 

homoerotism, 274 

Horney's concept of, 38 

impotence, 272 

in adolescence, 266 

in adulthood, 272 

in childhood, 265 

in infancy, 30, 264 

in young adults, 268 

latency period, 266 

masturbation, 272 

nymphomania, 276 

Oedipus complex, 265 

perversions of, 276 

premarital, 268 

problems of, 265 

satyriasis, 276 

treatment of problems of, 278 


Shipley-Hartford Scale, 150 


Shock therapy, forms of, 521-524 
Sign-gestalt, learning theory and, 48 
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SIO Q-Sort Test, 674 
Sixteen Personality Factor Test, psy- 
chopathy and scores on, 435 
Skill, mental retardation and tests of 
special, 253 
Slips-of-the-tongue, 33 
Snellen Chart, vision test, 317-318 
Social science, control of research vari- 
ables in, 14 
Social worker, rehabilitation and the, 
637-638 
Socialization 
conformity and ideal, 67 
criminal behavior and, 84 
learning process and, 50 
Society, mental retardation and, 244 
Sociologist, his view of normal be- 
havior, 60, 65, 79 
Spain, clinical psychology in, 7 
Spastic paralysis, 331 
Speech disorder 
case summary of, 357 
handedness and, 361-362 
manifestations of, 353, 360 
tests used for, 357, 359, 361-362, 367, 
369-370, 371-372 
therapy for, 355-356, 362, 367 
types of, 354-356 
Speech therapist, training of, 355 
Speech therapy, 355-356, 362-363, 372, 
641-642 
Squint, visual condition of, 320 
Stammering, 356 
Stanford-Binet Intelligence Test, 137, 
160 
Statistician, his view of normal behavior, 
58 
Statistics, experimental control versus, 


Status epilepticus, 334 

Strabismus, visual condition of, 320 

Stress, life and type of disorder, 303 

Strong Vocational Interest Blank, 160- 
161, 177, 179 

Structuring, client-centered therapy and, 
539 

Stuttering, 234, 356 


Subject, use of term by psychologist, ` 
94 


Submissiveness, 39 

Suicide, aging and, 464-465 
Superego, 14, 31, 580-581 
Supportive therapy, 492-493 

Survival, biological and normality, 70 
Sweden, clinical psychology in, 7 
Switzerland, clinical psychology in, 7 
Sydenham’s chorea, 335 
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Symbolism, psychoanalytical, 33, 576- 
577 


Symptomatology, severity of and NP 
discharge, 93 

Syndrome, 398; see also Neurosis and 
Psychosis 

System, theoretical in clinical psychol- 
ogy, 26 

Szondi Test, 209 


T technique, use in clinical research, 
673 
Tabes dorsalis, 328 
TAT (Thematic Apperception Test), 
201 
Tavistock clinic, 590, 605 
Team approach, psychosomatic medi- 
cine and the, 304 
Tension, emotional and psychosomatic 
medicine, 286 
Tests 
achievement types, 181 
audiometer hearing, 324-325 
Bender Gestalt, 370, 372, 389, 392 
case record and psychological, 114 
color perception, 320 
Draw-A-Man, 389 
for mental retardation, 252 
Goldstein Stick, 372 
Halstead-Wepman, 372 
ink-blot, 188 
intelligence 
Arthur Point.Scale, 138 
Binet-Simon early scales, 130 
clinical applications of, 131 
CVS, 143 
definitions of, 135 
frequency of use of, 160 
Goddard's scales, 130 
intellectual deterioration and, 148 
intercorrelations among, 139 
interpretation of, 143 
kinds of, 136 
Kuhlmann's scales, 130 
Navy General Classification, 143 
reliability of, 134, 138 
scatter in scores, 145 
school failure and, 133 
Stanford-Binet, 137 
sub-test score analysis, 146 
validity of, 134, 138 
Wechsler-Bellevue Adult, 139, 384, 
388 
WISC, 141, 142 
interest 
construction of, 160 
description of, 159, 163, 177 
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Tests (Continued) Snellen Chart for vision, 317-318 
interest (Continued) speech disorder and use of, 357, 359, 
Kuder Preference Record, 180, 182- 361-362, 367, 369, 371-372 
183 transmitting scores of, 108 
Strong Vocational Interest Blank, Thalomotomy, 524 
160-161, 177, 179 Thematic Apperception Test, 201, 389 
Keystone Telebinocular, 317 Theologian, his view of normal behavior, 
Massachusetts Vision Test, 317 68 
means-centered approaches and, 16 ^ Theory é 
mental and aging, 457 Adlerian, 34 
Mirror Reading, 372 clinical psychology, 26 
Ortho-Rater, 317 deficiency of method and, 15 
personality demonological and neurosis, 69 
Allport-Vernon Study of Values, evaluation of psychoanalytic, 40 
172 3 Freudian, 29 
Bell Adjustment Inventory, 171 function of, 27 l 
Bernreuter Personality Inventory, Jungian, 35 
172 learning, 47 
Cattell Sixteen P-F Test, 174 nature of, 26 
Concept Formation Test, 176 neobehavioral, 47 
construction of, 160 phenomenological, 42 
criticisms of, 165 projective test, 191, 194 
description of, 159, 164 Rankian, 37 
Goldstein-Sheerer, 176 tules governing application of, 28 
Guilford-Martin Temperament Pro- tentative nature of, 27 
file, 173 Therapy 
MMPI, 160, 162, 166 aging and problems of, 472-474; see 
projective, 188 also Psychotherapy 
physical handicap and types of, 344- marriage problems, 270 
345 mental retardation, 258 
Porteus Maze, 369 play and hostility, 224, 237 
problem-centered approaches and, 16 psychosexual problems, 278 
projective "Threat 
Bender Gestalt, 208 anxiety and, 38 
future programs, 214 concept of, 44 
Insight Test, 205 Thumb-sucking, 232 
Machover Drawing Test, 207 Tics, childhood, 233 
MAPS Test, 206 Tone deafness, 324 
miscellaneous, 212 Topectomy, 524 
nature of, 189 “Total push” therapy, 633 
perception theory and, 194 Trachoma, visual condition of, 320 
Picture Frustration Test, 207 Transferertce, in psychoanalytic therapy, 
reliability of, 198 564-569, 614 
research on, 196 Trauma 
Rorschach Test, 199, 385, 389, in childhood, 225 
392 mental retardation and, 251 
Sentence Completion Test, 205, Treatment, record of, 114, 120 
372 Tuberculosis, personality factors in, 292 
Szondi Test, 209 Tumor, visual defect and, 320 
TAT, 201, 389 Tunnel vision, 320 
theoretical background for, 191 Twins, psychosomatic studies of, 287 
use of terms, 190 Type-token ratio, 547 
uses of, 198 
validity of, 196 Ulcer, duodenal, 296, 305 
varieties of, 198 Unconscious, the, 36 
Word Association Test, 204 Underachievement, academic during 


Seashore Musical Talent, 324 adolescence, 235, 237 


INDEX OF SUBJECTS 


United States, clinical psychology in 
the, 7 

United States Public Health Service, 
clinical psychology and the, 20 

United States Veterans Administration, 
clinical psychology and the, 20 


Validity 
intelligence test, 134, 138 
of the interview, 92 
personality test, 164-165 
projective test, 196 
Value, problem of and normal be- 
havior, 67, 78 
Veterans Administration; see United 
States Veterans Administration 
Vigotsky Test, 176 
Virginia, certification of psychologists 
in, 8 
Vision 
acuity of, 317 
defect of, 316, 455 
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Vocabulary, deterioration and changes 
in, 149-150 
Vocation 
aging and progress in, 450, 460, 470 
measurement of interest in, 159 
physical handicap and, 342 


Wechsler Intelligence Scale for Chil- 
dren, 141-142 
Wechsler-Bellevue Adult Intelligence 
* Scale, 139, 160, 384, 406 
"Scatter" of scores on the, 379-380 
speech disorder and performance on, 
369 
WISC (Wechsler Intelligence Scale for 
Children), 141-142 
Word Association Test, 204 
World War II, psychiatric defect dur- 
ing, 5 


X-Factor, resistance to mental illness 
and the, 382, 393 
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